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Tetanus: Incidence And Treatment 


Henry C. Rospertson, Jr., M. D. 
Charleston, S. C. 


Tetanus is a serious disease. It occurs all too 
frequently despite the availability of practical methods 
for its prevention. Its mortality continues high despite 
the use of improved sera and drugs in its treatment. 
From a review of the records of 76 patients with 
tetanus in Roper Hospital from 1936-1946, inclusive, 
we find that there were 43 deaths, a mortality rate of 
56.6%. This is more than four times the number of 
deaths from diptheria in the same hospital during the 
same period of time. 

From a study of clinical features of these cases I 
wish to bring out certain salient points concerning 
the incidence, the factors influencing mortality, and 
the relative effectiveness of various methods of therapy. 


INCIDENCE 

Of the 76 cases 10 were infants with tetanus neo- 
natorum. Tetanus neonatorum is a fatal disease in this 
hospital, the 10 cases having a 100% mortality. In 
the other cases we find that 33 died and that the other 
33 recovered, a mortality rate of 50%. The cases of 
tetanus neonatorum will not figure in the further study 
of this series. We are concerned solely with the factors 
relating to the other 66 cases. 

A study of the occurrence of tetanus by the years 
(see Fig. 1) shows that there is a peak of high in- 
cidence at fairly regular intervals, roughly about every 
4 years. Similarly if we plot the percentage mortality 
by years we find that the mortality rate is highest in 
those years which have the highest incidence of 


. occurrence. Finally, if we plot the incidence of tetanus 


neonatorum year by year we find that the peak years 
correspond roughly with the peak years in the per- 
centage mortality and the incidence curves. As a 
result of this phenomenom we find good tetanus years 
and bad tetanus years. In the bad tetanus years we 
find a high incidence, a high percentage of mortality, 
and a relative increase in the incidence of tetanus 
neonatorum. These facts suggest that there may be 
some hitherto unsuspected periodic change in the life 
cycle of the tetanus organism. I do not know of any 
practical value to which this information may be put. 


In this series the highest mortality occurred on the 
third, fourth, and fifth days, although there was no 
significant drop in mortality until after the eighth day 
of the disease. 

As might be expected the mortality increases with 
age, running from 35-50% under 15 years of age, and 
increasing gradually thereafter. 

The mortality in this series was roughly inversely 
proportional to the length of the incubation period. 
The mortality in those patients with incubation period 
of 10 days or less was 52%, in those whose incubation 
period was more than 10 days, 28.5%. The incubation 
period was known in 50 cases. 

, Another factor which influenced the prognosis was 
the length of time which elapsed between the onset 
of the first symptoms and the development of general 
spasms. In general, the development of general spasms 
in a short time after the first symptoms meant a 
severe, rapidly developing infection, and the mortality 


Figure #1 
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in these cases was correspondingly high. Those patients 
who developed general spasms within 2 days or less 
after onset of symptoms had a mortality of 68%. 
Those whose general spasms developed after 2 days 
after onset of initial symptoms had a mortality of 
25.8%. 
period and the length of time from the onset of 


Roughly then, the length of the incubation 


symptoms to the development of general spasms gives 
us an indication of the severity we may expect in any 
individual case. 


TYPES OF WOUNDS 


The injuries which were presumably the ports of 
entry in these cases are tabulated in Figure 2. The 
majority of these in‘uries were of such a nature that 
many physicians would feel it essential to give passive 
immunization with tetanus antitoxin, or a booster in- 
jection of tetanus toxoid to cases previously immunized. 
Therefore, theoretically most of these cases could have 
been prevented by active or passive immunization. 


TYPES OF WOUNDS OF ENTRANCE OF TETANUS: 


tw 
ss 


PUNCTURE WOUNDS ccoccccceese 
(Neils, splinters, etc.) 
LACERATIONS, OPEN....seeess 
co. FRACTURBS.icccccccccces 
LACERATIONS, SUTURED....e0. 
BUNMBccccccceceececeesecoes 
CRUSHING WOUNDS -ccccccccsecce 
VACCINI Ac ccccccccccccccccses 
OLD OSTEOMYELITIS. c.ceeeeces 
UNKNOWN PORT OF ENTRY...... 1 
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Of the 66 cases in this series there were 15 who 
had been seen by a physician at the time of injury. Of 
these 15, 11 were not given tetanus antitoxin or toxoid. 
Of these 11, 6 patients subsequently died of tetanus. 
These injuries are listed in Figure 3. These 11 cases 
represent 16.6% of the total series. This point is not 
made in any spirit of criticism but in hopes that it 
will stimulate us not to neglect this important aspect 
of the treatment of traumatic injuries. 


The following 4 tetanus patients had been seen by 
a physician at the time of injury and given tetanus 
antitoxin as indicated: 


. Compound fracture, foot—1500 units—mild case. 
. Crushing injury, toe—1500 units—severe case. 
3. Compound fracture, femur—3000 units—mild case. 
4. Compound fracture, tibia—1500 units—mild case. 


All these patients recovered. It will be noted that 
these injuries were all such that considerable de- 


vitalization of tissues was present. It is well to 
remember that in such injuries 1500 units of antitoxin 
are generally deemed to be inadequate, and that since 
passive immunity lasts but 7-14 days, prophylactic 
tetanus antitoxin should be repeated at weekly 
intervals at least once in this type of injury.4 
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PATIENTS PREVIOUSLY SEEN BY PHYSICIAN AND GIVEN 
NO TETANUS ANTITOXIN 


SPLINTER IN FOOT 

LACERATION RT. KNEE, SUTURED 
LACERATION LEG, SUTURED 
LACERATION RT. ENEE, GLASS, SUTURED 
LACERATION KNEE, SUTURED 
PUNCTURE WOUND, FOOT, NAIL 
INFECTED BURNS, RT. ARM 
LACERATION ENEE, ROCK 

LACERATION RT. FOOT 

THIRD DEGREE BURNS, HEAD AND NECK 
COMPOUND FRACTURE, TIBIA 


TOTAL DEATHS 


*CAUSE OF DEATH: TETANUS AND PNEUMONIA. 
Figure #3 


LABORATORY WORK 


Laboratory findings offered no great aid as an index 
to prognosis. There were 18 patients who had spinal 
fluid examinations. In all of them the spinal fluid was 
normal. However, two of these patients showed 
marked pleocytosis in examinations repeated after 


intrathecal administration of antitoxin. 


The total and differential leukocyte counts were not 
really sufficiently indicative to merit more than a 
mention. The 16 cases whose total white count was 
over 15,000 had 75% mortality as compared with 
50% for the total series. Those patients who recovered 
averaged 73% polymorphonuclear cells, fatal cases 
83%. I doubt if these findings would be of any 
significance in an individual case. 


AUTOPSY FINDINGS 


Post mortem examinations were made on 13 cases 


with the following findings: 


Broncho-pneumonia 

Chemical meningitis .................-. 2 cases. 
Petechial hemorrhage of the brain 

No significant findings _.............---- 1 case. 


It should be mentioned that the duration of the 
disease in the 9 patients in whom broncho-pneumonia 
was found at autopsy was from 5-6 days. The two 
cases with chemical meningitis had 
intrathecal injections of tetanus antitoxin. 


EVALUATION OF THERAPY 


been given 


The cure of tetanus rests on a therapeutic tripod 
the legs of which are: (1) adequate and early ad- 
ministration of antitoxin; (2) maintenance of seda- 
tion; (3) adequate supportive measures to maintain 
caloric, protein, electrolyte and fluid requirements. 


In evaluating the results of any form of therapy, 
there is an additional and extremely important fact 
which must be considered, namely, that there is a 
great variation in the clinical course of tetanus, from 
the very severe to the very mild cases. The outcome 
of tetanus, whether treated or untreated, depends in 
large measure, on the degree of severity of the disease. 
For this reason, most statistical studies of large num- 
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bers of cases have not been particularly useful in 
evaluating the results produced by various methods of 
treatment. 


In an effort to exclude this extremely variable factor, 
Pratt, in 1945, suggested a method of analysis and 
classification of cases which promises to be most 
valuable in determining the results of treatment in 
any series of cases.’ He classified his patients in order 
ot severity according to the following criteria: 


1. The incubation period. 


2. The length of time from the onset of symptoms 
to definite episodes of generalized muscle 
spasms, i.e., the invasion period. 


3. The severity of the infection as judged by 
examination of the patient at the time of ad- 
mission to the hospital. 


. The frequency and severity of spasms or convul- 
sions after sedation, and the amount of sedation 
required each day. 


With these as a yard stick, cases may be arranged 
in series in order of severity, and in this way com- 
parison of results of therapy in similar groups of cases 
may be of some value, Only in this way may we 
intelligently ascertain why certain patients in the most 
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severe group survived, and why certain patients with 
mild tetanus died. 


An attempt has been made to follow Pratt’s method 
in the present series. The 66 cases were graded 
according to the above criteria, then after an interval 
of three months were graded again. While there was 
inevitably an occasional change of relative position in 
the series, rather remarkably the three groups (severe, 
moderately severe and mild) remained identical. That 
is, no case moved out of its original grouping. 


There were 25 cases of severe tetanus with 20 
deaths, a mortality rate of 80%; 21 cases of 
moderately severe tetanus with 11 deaths, a mortality 
rate of 539%; and 20 cases of mild tetanus with 1 
death, a mortality rate of 5%. 


AMOUNT AND ROUTE OF 
ADMINISTRATION OF TETANUS 
ANTITOXIN 


The antitoxin administered to the 25 most severe 
cases is shown in Figure 4. The 5 cases who survived 
are indicated by the letter L on the left margin. The 
first 2 patients were admitted in the late stages of 
fulminating tetanus and died before any antitoxin was 
given. Case #64, thirteenth in order of severity, was 
given penicillin intrathecally, into the area around the 


ANTITOXIN BY VARIOUS ROUTES IN 25 MOST SEVERE CASES 


INTRAMUSCULAR 
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wound of entry, and 330,000 units intramuscularly, 
but no antitoxin. It will be noted that 4 patients re- 
ceived tetanus antitoxin intrathecally, and that all 
four of these patients died. 


Inasmuch as the hospital stay of the 5 patients who 
survived averaged 30 days, whereas that of the deaths 
averaged 2.7 days, the average amount of antitoxin 
given the survivors was of course greater than that 
given to the deaths. A comparison of the total amounts 
of antitoxin given the two groups is not therefore a 
fair comparison. A true evaluation should include the 
therapy given the survivors only during the first 2.7 
days after admission. These results (i.e., the averages 
of the patients listed in Figure 4) are shown in Figure 
5. The survivors received a total of 176,000 units of 
antitoxin, the deaths 104,900 units. Even more signifi- 
cant, however, is the fact that the survivors received 
142,000 units of antitoxin intramuscularly, the deaths 
but 40,250 units. This is in agreement with a recent 
publication of Silverthorne2 who concludes that the 
intramuscular route is to be preferred to either intra- 
venous or intrathecal routes and should be used 
exclusively. From the results in the present series it 
must be concluded that 150,000 units of antitoxin 
should be given intramuscularly during the 60 hours 
following admission to the hospital. 


AVERAGE AMOUNTS ANTITOXIN BY VARIOUS 
ROUTES FIRST 2.7 DAYS IN HOSPITAL 
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There is nothing conclusive in the literature to sup- 
port the contention that intrathecal administration of 
antitoxin is more effective than an equivalent amount 
of antitoxin given by some other route. There is 
considerable evidence to show that it may sometimes 
bring about or hasten a fatal outcome. None of the five 
cases given antitoxin intrathecally in this series sur- 
vived. Two of these came to autopsy, where an 
intense chemical meningitis was found. One of these 
represented the only fatality in the group classified 
as mild tetanus, and the chemical meningitis was at 
least a contributing, if not the principle, cause of 
death. The conclusion is inevitable that the intra- 
thecal administration of antitoxin is unsound and 
probably dangerous.2 


SEDATION 


The various types of sedation employed, and the 
frequency in which used, are shown in Figure 6. The 
important point is to use that drug or combination of 
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TYPES OF SEDATION USED. 
SEDATION 


MAG SULPH I-M OR I-V 

P » BY MOUTH OR RECTUM 
SODIUM AMYTAL, I-M OR I-V 
AVERTIN 11 
SODIUM BROMIDE AND/OR CHL. HYDRATE P.0. 10 
BARBITURATES BY MOUTH 
MORPHINE 

CALCIUM I-M 

CURARE, (I-M 2, I-V 2) 
PROSTIGMINE 

CHLORAL HYDRATE BY RECTUM 
CHLOROFORM — . IONS 

Pp - 


NO. OF CASES 


KHER AaRano 


DEMEROL 
PENTOTHAL SODIUM 
Figure #6 


drugs which will produce relaxation of muscles and 
terminate convulsions. A method which will be 
adequate for one patient will fall far short of the goal 
in another. In general, however, the most satisfactory 
results in this series were with Na-amytal intra- 
muscularly and intravenously, and the use of avertin 
(tribromethanol with amylene hydrate) by rectum. 
In case #77, which was the most severe case to re- 
cover, avertin was used 18 times, the only untoward 
effect being a mild chemical proctitis and colitis after 
15 instillations had been given. This patient was a 9 
year old boy whose generalized convulsions continued 
for 10 days after admission. Na-amytal intravenously 
gave him partial relaxation for 15-30 minutes, where as 
the avertin produced a relaxation which lasted from 
3-10 hours. 


A word about curare. This drug was used in two 
cases intramuscularly and in two intravenously. The 
difficulty in the administration of curare is the 
extremely narrow margin between the relaxing dose 
and the paralyzing dose. One of these patients, given 
curare intramuscularly, received artificial respiration 
ten times; another was placed in a respirator. The 
drug is better controlled when given intravenously, 
and the antidote (prostigmine) should be kept ready 
at all times for immediate administration. While it 
would seem from the results in these cases that better 
and safer means of sedation are available, a great deal 
of more recent work has been done on curare, and it 
bids fair to take a more important part in the therapy 
of tetanus. Recently myanesin, a synthetic propane 
derivative, has been used in England. It is said to be 
more effective than curare and has a wider margin of 
safety.3 


SURGICAL TREATMENT 
OF WOUND OF ENTRY 


There is nothing in this series of cases to indicate 
that the prognosis was in any way altered by either 
incision or excision of the wound which acted as the 
port of entry for the tetanus bacillus. Nearly all pub- 
lished reports of the last few years agree that ex- 
cision of the wound is futile, and that in a few 
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instances patients were worse after this procedure.!, 2 
In this series the wounds of 19 patients were excised, 
of whom 11, or 58%, died. The wounds of 14 patients 
were incised and drained, of whom 7, or 50%, died. 
Of the five survivors of severe tetanus, two had in- 
cision, one excision, and the remaining two no surgical 
interference. 

It must be inferred, therefore, that .while proper 
surgical care of any injury is essential, surgical inter- 
vention is not indicated simply because the wound is 
the focus of dissemination of the tetanus toxin. 


PENICILLIN 


There is some evidence to the effect that while 
penicillin is bacteriostatic, it is not bacteriocidal, to 
the tetanus bacillus. It has been even more clearly 
shown that penicillin is ineffective in the prevention 
or treatment of uncomplicated tetanus. However, as 
pneumonia is frequently the cause of death in patients 
who live past the first two days of the disease, the 
routine administration of penicillin is certainly ad- 
visable. It should be given in latge doses at 8-10 hour 
intervals so that the patient will be disturbed as 
infrequently as possible. 


SUMMARY AND CONCLUSIONS 


1. Incidence of tetanus occurring in a general hos- 
pital over a period of 11 years has been discussed and 
an attempt made to evaluate the comparative effective- 
ness of various types of therapy. 
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2. Sheet anchors of effective, treatment are: 
(a) Prompt and adequate administration of antitoxin 
given intramuscularly, preferably 150,000 units in the 
first 60 hours after admission to the hospital; (b) 
Adequate sedation suited to the individual case; (c) 
General supportive measures; routine use of penicillin 
for prevention of pneumonia is a necessary adjunct. 


8. Intrathecal antitoxin is of no apparent value and 
may be harmful. 


4. Surgical intervention at the wound of entry is 
not indicated in treatment of tetanus per se, although 
the principles which govern the management of any 
wound should be applied, as with any injury. 


5. A significant number of cases (16.6%) of this 
series was seen by a physician at the time of injury, 
and no prophylaxis against tetanus was given. This 
finding should serve as a stimulus to all who practice 
medicine to avoid neglect of this important part of the 
treatment of traumatic injuries. 
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The Human Pyramidal Tract. XVII 


A. M. Lassex, M.D. 


The development of motor symptoms in selected cases with complete unilateral destruction of neurons. 


The purpose of the present investigation is to cor- 
relate the recorded signs and motor deficits in sixteen 
cases. where complete unilateral destruction of the 
pyramidal tract from cerebral vascular and tumor 
lesions was found post mortem. 


Voluntary motor paralysis is the most common 
symptom resulting from lesions of the central nervous 
system in man. The great motor bundle, the pyramidal 
tract, has long been implicated as being the main or 
only portion involved in such paralytic conditions. 
However, the exact role of this bundle in clinical 
medicine has not been settled to the satisfaction of all 
neurologists and it appears from recent investigations 
that it may be more complex than previously thought. 


Few pathological studies confined directly to the 
pyramidal tract have been reported in modern times. 
It may be assumed that it is not completely destroyed 
in every case of voluntary motor paralysis. Complete 
destruction of all neurons is probably relatively rare. 
In a series of paralytic cases approaching five hundred 
in number, I have found only sixteen with total or 
nearly complete degeneration of the component axis 
cylinders in the pyramids where the tract is com- 
pletely unmixed with other ascending or descending 
fibers. An extensive examination of the literature on 
the pyramidal tract over a period of years has not 


revealed any report which discusses the motor signs 
and symptoms in cases where there is a known loss of 
all fibers from cerebral lesions. 


MATERIAL AND METHODS 


The medulla oblongatas and clinical histories of 
sixteen cases were collected from three New York 
hospitals. Neurological Institute of New York, Mount 
Sinai and Montefiori through the courtesy of Doctors 
Abner Wolf, Joseph Globus and Charles Davison 
respectively. Nine of the individuals were males and 
seven females. The average age for the series was 
forty-seven years. The cerebral pathological lesions 
consisted of seven cases with unilateral tumors and 
nine with vascular disease. The duration of motor 
symptoms for those in the tumor series was thirteen 
months and for the vascular group, fifty-six months. 

Sections of the medulla oblongata of each of these 
individuals were subjected to Davenport’s and Bodian’s 
silver methods and the pyramids examined for the 
degree of destruction present. Each pyramidal tract 
was measured by means of a projection apparatus to 
determine the amount of shrinkage which had 
occurred as a result of gliosis. 


RESULTS 


The pathological lesions in the sixteen cases were 


TABLE 1 


The Sex, Age, Duration of Motor Symptoms, Cerebral Pathology and Percentage of Shrinkage of Pyrami- 
dal Tract in Sixteen Cases with Complete Destruction of Neurons. 


Duration of 
Symptoms in 
Age Months 
34 28 
30 
43 
46 
57 
70 
47 18 
50 10 
65 60 
57 13 
57 132 
49 16 
6 6% 
62 36 
67 132 
54 108 


OCOmBHNoOwrk OW 


Nezecunns: 


*4 


7 


Percentage of 
Shrinkage of 
Pathology Pyramidal Tract 
Tumor 6.7 
Tumor 9.1 
Tumor 10.0 
10.2 
11.4 
16.3 
16.8 
17.7 
21.8 
23.2 
29.6 


Encephalomalacia 
Tumor 
Encephalomalacia 
Tumor 
Encephalomalacia 
Encephalomalacia 
Encephalomalacia 
Encephalomalacia 
Tumor 
Tumor 
Encephalomalacia 
Encephalomalacia 
Encephalomalacia 


Average shrinkage in tumor series __._...._._---- 18.0 
Average shrinkage in vascular series ______-___-_- 33.6 
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rather widespread. The minimum extent of the injuries 
involved parts of the frontal and parietal lobes 
together, whereas most extended from two or more 
cerebral lobes into the subcortical regions frequently 
involving the internal capsule, the basal ganglia and 
the thalamus. Atrophy of the frontal lobe was present 
in one case. 

Upon examination of the pyramids, all affected 
tracts were found to show complete or near complete 
loss of fibers and some shrinkage due to gliosis. The 
amount of decrease in area, however, varied consid- 
erably and could not always be correlated with the 
duration of motor symptoms. The sex, duration of 
motor deficit, the cerebral pathology and the amount 
of shrinkage for each of the involved tracts are given 
in Table 1. The duration of the motor symptoms varied 
from fifty-three days to eleven years whereas the 
shrinkage varied from 6.7 to 88.9%. More decrease 
in area of the pyramidal tract was encountered in the 
vascular series, the average ratio of shrinkage being 
33.6 to 18.0%. 

The reported pyramidal signs and symptoms are 
given in Table 2. They are as follows: spasticity, 10 
cases; absent abdominal reflexes, 7; Babinski or other 
toe reflexes, 15; hyperactive reflexes, 12; hypoactive 
reflexes, 3; ankle colonus, 6; and paralyses varying 
from the milder hemiparesis to the more complete 
hemiplegia. 


TABLE 2 


The Reported Signs and Symptoms in Sixteen 
Cases with Complete Destruction of Neurons. 

Hemiparesis 

Hemiplegia 

Paralysis 

Dragging leg 

Pyramidal tract signs 

Mixed paralysis and paresis in two 

extremities 

Babinski sign 

Hyperactive tendon reflexes 

Spasticity 

Absent abdominal reflexes 

Ankle clonus 

Hypoactive tendon reflexes 
Although both vascular and tumor lesions may 
produce similar motor deficits in the end, the mode of 
onset and course of the symptomatology are entirely 
different. The loss of the power of movement in the 
tumor series begins insidiously and gradually becomes 
more pronounced over a period of months up to one 
year or more on the average. The initial symptom may 
be spasms in certain muscles which later become 
paralyzed. In one individual with a cerebral tumor, the 
motor symptoms began with dropping of objects and 
slight dragging of the leg and progressed to an almost 
total hemiplegia in seven weeks. All of the others 
advanced much more slowly. In 


some instances, 


individuals with cerebral tumors in the series were 
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subjected to surgical operation and when this was the 
case it was difficult to correlate the symptomatology 
which later developed. The mean survival period is 
only about one-fourth as long in the tumor as in the 
vascular series, the average being thirteen months 
with variations from four to twenty-eight. 


In contrast, the motor symptoms in vascular lesions 
which eventually cause complete destruction of the 
pyramidal tract usually begin dramatically and may 
cause maximal symptoms from the beginning. These 
may be followed by regression and sometimes rapid 
recovery. It is possible to have two or more successive 
cerebral vascular episodes affecting the same side and 
it is interesting to speculate as to what damage was 
inflicted on the pyramidal tract on each occasion. In 
spite of the fact that vascular injury to the brain may 
be more damaging to the pyramidal tract initially and 
as great finally, the patients in this series had a better 
prognosis surviving four times longer than those with 
tumors. The survival time varied from fifty-three days 
to eleven years, the average being four and one-half 
years. The patho-physiology therefore develops some- 
what differently in the two types of lesions and it 
appears that it is the repeated vascular insult which 
eventually carries off the patient by damage possibly 
to vital centers. 


COMMENTS 


As far as I have been able to determine from a 
study of the literature, no report has been made of the 


development of signs and symptcms in human cases 
where the pyramidal tract has been known to be 
completely destroyed. How frequently this bundle is 
entirely degenerated is difficult to say. Many individ- 
uals who succumb while in a state of chronic paralysis 
never come to autopsy becauve they may not be 


hospitalized at the 


may 


time. The pyramidal tract of 
likewise not be examined 
specifically for fiber loss. Since degeneration of all 
neurons of the great motor bundle should give maximal 
paralysis, especially when the cerebral lesions are 
extensive and because of the rarity of suitable speci- 
mens, it was felt that an initial study of sixteen avail- 
able cases might be of some value. 


autopsied cases 


In 1914, von Monakow made the statement that, in 
his opinion, it requires widespread destruction of the 
cerebral cortex and possibly the underlying structures 
to cause complete destruction of the pyramidal tract. 
It may be more than a coincidence, therefore, that all 
the cases in the present series had relatively wide- 
spread lesions involving more than one lobe and 
usually the underlying capsule and basal ganglia. 

The degree of shrinkage in the affected pyramidal 
tracts should give a criteria of the duration and initial 
severity of the neuronal degenerative phenomena. In 
general, the shrinkage was greater in the vascular 
group but the individuals also survived longer. It is 
possible to have a minimal shrinkage in cases of 
cerebral tumors producing motor symptoms lasting 
over two years duration. The results suggest that 
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either the speed of shrinkage varies considerably from 
individual to individual or that some pyramidal 
neurons may have a latent response to pathological 
influences in the cerebrum. 


Hyperactive reflexes are described as a character- 
istic sign of pyramidal involvement but in three cases 
of the series hypoactive reflexes were found in individ- 
uals who had motor symptoms for periods of four, 
six and one-half and thirteen months. The first two 
of these were tumor cases whereas the third was 
cerebrovascular. In these individuals, the patho- 
physiology appears to have been such that inhibition 
of the motor cells of the spinal cord was permanently 
produced. 


The most popular diagnostic test used in the series 
was the status of the big toe pathological reflex. The 
Babinski, or other extensor signs, were reported in 
fifteen of the sixteen cases reported. In contrast, absent 
abdominal reflexes were described in seven cases. 


It is possible to have complete unilateral destruction 
of a pyramidal tract producing variable motor deficits 
diagnosed as follows: hemiparesis, hemiplegia, spastic 
hemiplegia in flexion and dragging of leg. Some re- 
covery of function can apparently occur when 
pyramidal neurons are completely destroyed changing 
the motor picture from a complete hemiplegia to a 
hemiparesis. It is also possible to have repeated 
vascular insults on one side each of which causes a 
more severe and enduring paralysis. In these instances, 
it must be assumed that either the successive 
apoplectic attacks affect more neurons of the pyramidal 
system or other extra pyramidal structures become 
involved. 


The patho-physiology develops somewhat differently 
in cerebral tumor and vascular lesions. Motor deficit 
tends to develop gradually and to progressively in- 
crease in tumors whereas in vascular accidents the 
muscular symptoms may appear maximally and then 
eventually recover to variable degrees. Death is not 
caused by complete destruction of the pyramidal tract 
but by other factors possibly in relation to the vital 
centers or from secondary infections. 
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CONCLUSIONS 


1. In sixteen human cases having complete de- 
generation of the pyramidal tract, the cerebral lesions 
were all relatively widespread. 


2. The shrinkage in the pyramidal area varied 
considerably and could not be correlated with the 
duration of motor symptoms. 


3. The motor deficits were somewhat variable being 
diagnosed as hemiparesis, hemiplegia, dragging of leg 
and spastic hemiplegia in flexion. 


4. Hypoactive instead of hyperactive reflexes were 
reported in three cases with chronic paralysis up to 
thirteen months. 


5. The survival period in the tumor series was less 
than in the vascular group. 


6. The motor deficits become progressively more 
severe in the cases with cerebral tumors whereas re- 
gression and recovery may occur in those with 
cerebrovascular lesions. 


7. In pyramidal tracts showing complete loss of 
fibers post mortem, repeated vascular insults to the 
brain can occur each of which may cause added motor 


deficits. 
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What’s New 


Following the eight minute discussion of the newer 
developments in their particular fields by the “experts” 
at the annual meeting last May, opportunity was 
afforded for the asking and answering of questions. 

Now that all of the discussions have been published, 
we herewith present the questions and answers. 

—Editor 


OTOLARYNGOLOGY 
DR. R. MacDONALD: 


Question 1—Discuss the value of Rutin in hem- 
orrhagic states? 


Answer—I regret to say that as far as I know the 
use of Rutin is still in experimental stages. There is a 
good deal of information appearing in the literature 
and Dr. Gibbes discussed it. 


Question 2—Discuss treatment of earaches due to 
aeroplane rides without rupture drums. 


Answer—Complete rest for patient, aeration of naso- 
pharynx, and use of eustachian catheters. Gently in- 
flate the middle ear. In addition to that I believe most 
of us would be surprised at the number of times, in 
adults, we find lymphoid tissue present. In order to 
prevent future occurrence, it is necessary to eliminate 
that lymphoid tissue from the naso-pharynx. In my 
paper I touched on the point that radium applications 
were most successful. This treatment is very 
satisfactory, the only thing is the initial cost of the 
radium. 


CHEMOTHERAPHY 
DR. J. H. GIBBES: 


Question 1—How long should treatment with gold 
therapy in rheumatoid arthritis be given before 
results are to be noted? 


Answer—I really don’t know but certainly it is a 
matter of months. The reaction to gold therapy is a 
slow process. In that connection it is interesting that 
if the patient is to show toxic reactions they will ap- 
pear fairly early in the program and as the therapy 
goes on you can continue its use with more and more 
assurance that the toxic manifestations of the drug 
will not appear. It is a long continued process, as you 
know. In my opinion it will be months before you will 
expect to see favorable results, then the treatment is 
maintained on a basic foundation over a period of 
years. It is utterly indefinite. 


Question 2—Discuss the time interval between doses 
of penicillin and streptomycin? 


Answer—That, I think, brings us again into the 
relatively unknown field with reference to the de- 
velopment of therapeutic efficiency and modes of 
optimum application of these relatively new agents. 
Theoretically, in considering the use of antibiotics in 


contrast to bacteriocidal substances, the conception is 
that we should strive to maintain a blood level of the 
antibiotic at an optimum point to discourage the 
growth of the organism we are concerned with. To 
accomplish this these drugs have been given at 
frequent intervals. There is a variation developing 
today in this time interval with the idea of serving the 
convenience of the patient and physician, for example, 
in giving penicillin. This has been facilitated by the 
development of the penicillin in wax and oil. In some 
instances the penicillin is found to give satisfactory 
results when given at 12 hour intervals in doses of 


100,000 units. 


Streptomycin,—the idea has been advanced that it 
may be advantageous to produce relatively high blood 
levels and then permit them to drop so that the organ- 
ism doesn’t become resistant to the drug. 


I feel, and hope you do too, that we are still in the 
experimental field in the development of these new 
agents and will know more about them as time goes 
on. 


GASTRO-ENTEROLOGY 
DR. HUGH SMITH: 


Question—How much importance do you attach to 
gastric analysis outside of the finding of achlorhydria? 


Answer-—I would say no other significance. My only 
interest is whether HCL is present. If absent in the 
first specimen, we do a serial analysis after histamine. 
If present in the first specimen, we discontinue the 
analysis then. 


DERMATOLOGY 
DR. JOHN VAN de ERVE: 


Question 1—Treatment of Contact Dermatitis of 
eyelids? 


Answer—In contact dermatitis of the eyelids we take 
away the nail polish and put it on the chest for 48 
hours. If it is found responsible, we take it away for 
six months. I have a cream that I have found very use- 
ful: 10% Phemerol Topical in cold cream. 


Question 2—Treatment of infectious eczamatoid 
dermatitis of ears? 


Answer—As to the dermatitis of the ears, since 
many of these are due to a yeast infection, as well as 
to staphylococci, I wash the ear thoroughly with 
peroxide (full strength) three times daily and paint 
or swab with 1% gentian violet (aqueous). 


Question 3—Does the intravaginal application of 
sulphonamide in creams have the same risk at its skin 
application? 

Answer-—I think so. The main difference is that you 
get more surface absorption to sensitize, and about 
the same risk of topical irritation. 











CARDIOLOGY 
DR. SOL ZIMMERMAN: 


Question 1—What direct 


writing E.K.G? 


is your opinion of the 


Answer—I have no experience with it whatsoever. 

Question 2—What is the treatment of heart block 
with Stokes-Adams 
thrombosis? 


syndrome in acute coronary 


Answer—I might state that despite the relative 


frequency of complete AV _ dissociation following 
occlusion of the posterior right coronary artery, the 
incidence of the Stokes-Adams syndrome is infrequent. 
to the fact that most of these 


patients die before t! ey are seen by the physician. In 


This is probably dv« 


the event that such a case is under observation during 
the reestablishment of the atsioventricular rhythm and 
with the manifestation of syncope, the patient should 
be placed flat in bed; given oxygen under high con- 
centration; large doses of atropine; and an abdominal 
binder. The situation is not infrequently relieved either 
spontaneously or as a result of the therapy. If it 
continually occurs, some thought should be given to 
the careful use of adrenalin. 


PEDIATRICS 


DR. R. M. 
here: 


POLLITZER: 


I have several questions 


Question 1—Should a child with infantile eczema be 
immunized against pertussis, diptheria, etc.?> When 
should this be done? 

Answer—Yes. There is no contra-indication to the 
use of toxins, toxoids or vaccines because ot an 
eczema. Further, not to immunize is too great a risk. 
Immunizing, in my opinion, should be done at about 
6 months. However, although we do not always ad- 
here to the rule, we advise smallpox vaccination 
between the ages of 3 and 6 months, unless there is 
a definite reason for postponement. 

Question 2—If, in giving the final immunization dose 
of the combination diptheria, tetanus and_ pertussis 
toxoid, an abscess develops, is there any need in 
repeating any of the last dose, (i.e., after the abscess 
has been drained )? 

Answer—Yes, if there is any question of the ab- 
sorption of the immunizing dose it should be 
repeated. However, unlike some, I do not routinely 
use Diphtheria, Tetanus, Pertussis Alum Precipitated 
Toxoid combined. For I have seen some very bad local 
reactions. I prefer to use the Pertussis Toxoid 
separately in 3 doses. It is my custom to use the 
Diphtheria Tetanus Alum Precipitated Toxoid in two 
doses. It is extremely rare that the injection causes 
much redness or swelling. 

Question 3—Value of streptomycin in whooping 
cough versus pertussis endotoxoid used in treatment? 

Answer—I haven't used streptomycin in whooping 
cough, although I am well aware that some have. 
Formerly I used various injections with the hope of 


decreasing the spasms and shortening the duration of 
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the illness. But within the past year I have had such 
surprisingly good results with Cutters Anti-Pertussis 
Serum (human) that I am not willing to try anything 
else. Among the cases that have been so treated are 
infants of 6 weeks, 3 months and 6 months, as well as 
older children. I ain so well pleased that I hesitate to 
change. However, I may of course, be of a different 
opinion later. 

Question 4—Is there any new treatment reported in 
blood dyscrasias, such as leukemias? 

Answer—At present there is much work being done 
with radio active substances, particularly phosophorus 
The 


seems to be promising already, and may in the future 


and iodine, in blood dyscrasias. investigation 
give us something worthwhile against leukemia. But 
we haven't anything at all now that is effective. 

5—Say 


transfusions in the RH factor problem? 


Question something about exsanguination 


Answer—Exsanguination transtusion is of course the 
ideal treatment. It is dramatic, quick and done with 
brilliant results. Several such cases are in the litera- 
ture, but 1, myself, have not had any experience with 
this technique. 


ORTHOPEDICS 


DR. J. A. SIEGLING, Charleston: 


Question 1--What is the best present preparation of 
the skin to prevent an operative infection in a clean 
case? 

Answer--This is a moot question because you will 
find parts of the 
different preparation. I believe in a thorough washing 


clinics in various country use 
of the skin the night before the operation. The patient 
comes in the day before; the evening before the opera- 
tion the skin is scrubbed with soap and water to get 
dirt and grime out of the pores. It is an important 
thing to postpone surgical preparation of the skin until 
the morning of the operation—in the shaving process, 
made in the skin which 
opportunity for bacterial contamination if the wound 


small nicks are gives an 
stayed open during the night. The next morning you 
have a surgical wound of ten hours duration in which 
bacteria have had a chance to thrive. The surgical 
shaving is done in the morning; scrubbed again with 
soap and water and wrapped in a sterile towel at the 
time. Preoperatively we use alcohol followed by ether 
to get off the fatty material followed by any one of 
the bactericidal We and 
like it. I do feel the important thing is to scrub the 
skin the night before and don’t shave the skin until 
the morning of the operation. 


solutions. use merthiolate 


Question 2—What is the status of streptomycin in 
orthopedic work? What about streptomycin in treat- 
ment of bone and joint TB? 

Answer—I feel that in bone and joint tuberculosis 
its status is about the same as in pulmonary 
tuberculosis. I still think it requires a great deal of 
study and I have not used it. It will require a great 
deal of clinical work to truly decide its efficacy. 
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Question 3—What is your feeling in orthopedic 
work concerning the recent trend toward early ambula- 
tion following surgery? 

Answer—I am entirely in accord with early ambula- 
tion if it doesn’t interfere with certain principles. 
Fractures of hip and spine and ankle and fractures of 
elderly people definitely should get up early. In mid- 
shaft fractures of the femur I do not feel it is so 
important in trying to get them up early or in using 
a number of types of splints and sacrificing certain 
things. Certain fractures still require a protracted 
period of bed rest and the femoral shaft fracture is 
one of those. 

Question 4—What is the stage of acceptance of 
Ransohoff’s plan of treatment of acute poliomyelitis 
with curare? 

Answer—That is highly experimental and will not 
reach general acceptance as a method of treatment of 
infantile paralysis. The anti-spasmodics have been 
used—I think they too will pass. I have not noticed any 
definite help from them. 

Question 5—Do you feel that treatment of low back 
pain is generally of adequate duration? What period 
of time do you consider adequate? 

Answer—I feel we are prone to operate on spines 
as a whole too early. Many spines have a functional 
capacity for work and it is important to instill in the 
patient the realization they have a limited functional 
capacity. Where a patient is incapacitated because of 
back pain, operation is indicated if a definite lesion 
is there to be helped. Incapacitation over a number 
of months with a ruptured disc and failure of con- 
servative measures and bed rest, would indicate 
surgical interference. In ordinary back pain, where a 
suspected lumbosacral lesion exists, it is best to carry 
the patient over months or a year or so, and then to 
major surgery. I feel the treatment of backache is 
largely conservative and surgical treatment is indicated 
where there is definite incapacity over a period of 
months and at times even a year. 


SURGERY 
HORACE G. SMITHY, M. D.: 


Question 1—Will you please differentiate phlebo- 
thrombosis and thrombophlebitis and give the care of 
each? 

Question 2—Do you advocate anti-coagulants in the 
treatment of phlebothrombosis? 

Answer—I believe these two questions can be 
answered simultaneously. To differentiate between 
phlebothrombosis and thrombophlebitis, one is 
obliged to accept the fact that intravenous clotting 
occurs both with an inflammatory reaction and with- 
out an inflammatory reaction. The former is 
characterized by considerable pain over the distribu- 
tion of the deep femoral vessel, pressure pain in the 
calf, usually some fever, a positive Homans’ sign, 
which is pain on forced dorsiflexion of the foot, the 
pain appearing in the calf of the leg, and marked 
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edema of the extremity usually from the knee down 
but sometimes involving the entire leg. Because of 
the associated inflammatory reaction, intravascular 
thrombi in this condition are prone to remain fixed 
and are, therefore, seldom a source of pulmonary 
emboli. Undoubtedly, the most effective treatment for 
acute thrombophlebitis is early interruption of the 
lumbar sympathetic nerve impulses on the affected 
side. This can be done most simply by paravertebral 
injection of novocaine or a_ longer-lasting local 
anesthetic such as Eucupin in oil. Such injection 
therapy should be done daily until there is a pro- 
nounced decrease in the size of the extremity and 
disappearance of the pain and associated inflammatory 
reaction, all of which occurs usually quite promptly. 

Phlebothrombosis, so-called by Ochsner and his co- 
workers, is the insidious occurrence of thrombosis 
within the veins usually of the lower leg without an 
associated inflammatory response. In the absence of 
inflammation, the signs and symptoms are very mild 
and frequently not detectable until an episode of non- 
fatal pulmonary embolism has occurred. We do not 
advocate the use of anti-coagulants in the treatment 
of phlebothrombosis. Anti-coagulant therapy is danger- 
ous for obvious reasons, it does not prevent the detach- 
ment of a thrombus once clotting has occurred, and 
finally it is quite expensive. When the diagnosis of 
phlebothrombosis has become established, or when a 
non-fatal pulmonary embolism has occurred, we be- 
lieve that prompt interruption by ligation and division 
of the affected femoral veins should be done. 
Occasionally, it may be necessary to ligate either the 
common iliac veins or possibly even the vena cava 
depending upon the extent of the intravascular 
thrombosis. 


Question 3—Please discuss briefly the treatment for 
Buerger’s disease? 

Answer—Briefly, the treatment of choice in Buerger’s 
disease is surgical removal of the sympathetic ganglia 
concerned. Sympathectomy decreases or entirely 
eliminates intermittent claudication, it relieves the 
severe rest pain, it allows ulcerations to heal and, if 
amputation becomes inevitable, a lower. level can 
usually be obtained. If the patient’s general condition 
is such that sympathectomy cannot be done, medical 
therapy should be tried but usually offers very little. 
The various measures include the oscillating bed, 
Buerger’s exercises, complete abstinence from tobac- 
co, thiamin chloride and nicotinic acid, intermittent 
suction and pressure such as is obtained by using a 
Pavaex boot and the intravenous administration of 
tetraethyl ammonium chloride. The latter drug is new 
and is not commercially available as yet but shows 
some promise as being a valuable vasodilator. 

Question 4—Does postoperative therapy routinely 
with Vit. B Complex with ascorbic acid hasten heal- 
ing and give better results? 

Answer—I do not think it is necessary to use Vitamin 
C routinely in surgical patients. The majority of 
individuals seen in private practice present an 
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adequate state of nutrition and, therefore, do not 
require accessory vitamin therapy. On the other hand, 
when there is an obvious nutritional lack, such as we 
so commonly see among our Negroes in Charleston 
County, intensive vitamin therapy prior to operation 
will no doubt have a beneficial effect on postoperative 
wound healing. It is in this group of patients that pre- 
operative administration of Vitamin C will diminish 
the incidence of postoperative wound disruption. 


OBSTETRICS AND GYNECOLOGY 
DR. J. D. GUESS: 


Question 1—How deep should an episiotomy be? 
Should the levator muscle be cut? 


Answer—The episiotomy should be as deep as is 
necessary to extract the baby without further tearing 
of the perineum. A_ medio-lateral episiotomy is 
probably the best form of episiotomy at this time, 
which is a median incision down to the sphincter 
muscle, or almost, and then turn laterally as far as 
necessary and that opens up the vaginal orifice very 
well. The trouble in cutting the sphincter muscle is in 
repairing it. 


Question 2—Advisability of routine checking of 
prospective parents for RH factor? 


Answer-—I referred to that in my discussion. Mothers 
should be routinely checked for RH Factor. If they 
are RH negative then the husband should be checked. 
If both are RH negative the baby will be all right. If 
the mother is RH negative and needs a transfusion 
she should have a transfusion from a RH negative 
donor. If she is RH positive, then you need not check 
the husband at all. 


Question 3—What are the more frequent pelvic con- 
ditions causing pain in breast? 


Answer—Pregnancy first. Practically all complain of 
this symptom. And, reasoning from that—in pregnancy 
there is a high blood level of estrogen, just so, any 
pelvic condition that produces a high blood level of 
estrogen (particularly where the estrogen is not 
complemented by progesterone) will likely be ac- 
companied by painful breasts. 


Possibly, in non-pregnancy, we see them in these 
hypersexed girls, with bumps on their faces, small 
genitalia, etc., they don’t have a high estrogen blood 
level. 


Question 4—What treatment would you give in an 
acute yellow atrophy of liver with patient at term, 
with uncontrolable hemorrhage? 


Answer—If I were a Catholic, I would call the 
Priest. 


Fortunately for us, acute yellow atrophy of the liver 
is rather rare. In my experience I have had one 
definitely to develop that, and I have had a few cases 





March, 1948 


of mild jaundice that may have been mild yellow 
atrophy, perhaps mild chloroform pbisoning. After the 
Priest had administered the last sacrament I would 
have gotten prepared to give a blood transfusion and 
empty the uterus, Cesarean section by local anesthesia, 
and prepare for the funeral. 


Question 5—What is your present opinion on caudal 
anesthesia in OB cases (Labor)... ? 


Answer—Briefly, in those who know how to use a 
continuous caudal anesthesia, who work in institutions 
where the assistants are prepared to assist; in a woman 
who would like to have caudal anesthesia, or in a 
woman to whom inhalation anesthesia would be a 
definite hazard,—swell. You and I, 98% of us in this 
room, are not prepared to use it ourselves, we do not 
have the set-up in our hospitals to use it, and most of 
us had better leave it alone. 


Question 6—Present treatment for threatened abor- 
tions in first trimester? 


Answer—The most important thing is to render the 
patient inactive. Put her to bed and no bathroom 
privileges. The second,—a treatment that is proving 
favorable in the treatment of cancer of the cervix, is 
to give the patient large doses of progesterone, 10 mg., 
three times a day. That seems to have been of help on 
threatened abortion. If pain is present,—the use of 
morphine. 


Remember, one-third of pregnancies tend to end in 
abortion, and a high percentage of the one-third is a 
conservative process, getting rid of defective embryos, 
or because the sperm or something was defective. This 
method of treating threatened abortions will not pre- 
vent the expulsion of the defective sperm. No fear 
there. On the other hand, it will stop many threats of 
abortion of normal embryos. 


Question 7—Watery discharge from nipple in woman 
45 years of age—3 children, youngest 15, no other 
pathology in breast found. Discuss etiology and treat- 
ment. 


Answer—In a woman 45 years of age,—the first 
thing I would think of was pregnancy; that, most 
frequently, is the cause of a watery secretion from the 
breasts. The next thing I would think about, in a 
breast that has lactated,— is that a watery secretion 
may be expressed in many individuals, perhaps most 
individuals, for years after lactation. Furthermore, 
women who have never lactated, at menstrual time 
develop a watery secretion from their breasts. 


If none of those things were present, I don’t know 
what would be the cause and I don’t know how I 
would go about finding out. The characteristic secre- 
tion, suggesting malignancy in the breast, if it occurs 
at all, is a blood-stained secretion, rather than a watery 
secretion. 











= iw ole OD 


1 


Se a A 





March, 1948 






Petty Cash 


Accounts Receivable 
Deposits Receivable 
Investments 

Defense Bonds 

Peoples Federal and Saving 


Office Furniture and Fixtures 


Total Assets 


Social Security 
Withholding Tax 
Cuts in Journal 


Total Liabilities 





Balance January 1, 1947 
Excess of Revenue over Expense 
Total Surplus 


Total Liabilities and Surplus 


ended December 31, 1947 and, 


Florence, S. C. 
January 22, 1948 





ANNUAL FINANCIAL REPORT 


BALANCE SHEET 
December 31, 1947 


ASSETS 


Guaranty Bank and Trust Company 


LIABILITIES 


SURPLUS 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
FOR YEAR ENDING DECEMBER 31, 1947 
SOUTH CAROLINA MEDICAL ASSOCIATION 


$ 10.00 
17,901.96 
1,058.41 
3.00 


$ 6,500.00 
5,000.00 11,500.00 
2,025.56 


$32,498.93 


30.00 
338.40 
14.60 


383.00 


24,354.80 
7,761.13 
$2,115.93 


$32,498.93 


We have examined the treasurer’s records of the South Carolina Medical Association for the year 


We certify that in our opinion the above Balance Sheet and accompanying Statement of Revenue 
and Expense sets forth the financial. condition of the South Carolina Medical Association as at 
December 31, 1947, and the results of its income and expense for the year ended on that date. 


Respectfully submitted, 


JAILLETTE & BRUNSON 
Public Accountants 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
STATEMENT OF REVENUE AND EXPENSE 
January 1, 1947 to December 31, 1947 

Revenue 
Membership Dues $15,367.00 
Subscription Dues 2,772.00 
Advertising 12,153.37 
Interest Earned 162.50 
Miscellaneous Income 1,002.10 
Exhibits 2,424.85 

Gross Revenue 

Less Expense 
Audit and Legal 85.00 
Convention Expense 2,373.02 
Council Expense 24.00 
Dues and Subscriptions 112.00 
National Conference 598.68 
Heat, Light, Fuel and Water 47.35 
Insurance 12.90 
Miscellaneous 530.19 
Office Supplies 574.63 
Printing 5,472.50 
Rent 531.00 
Salary—Secretary and Editor 2,700.00 
Salary—Director of Public Relation 6,000.00 
Salary—Business Manager 1,450.00 
Salary—Stenographer 1,563.50 
Postage 90.00 
Taxes and License 84.60 
Telephone 392.98 
Traveling Expense 42.00 
Bank Charges 3.08 
Centennial Fund 640.75 
Expense—Director of Public Relation 540.85 
Emblems 1,326.15 
Special Study, S. C. State Board of Health 597.60 
Membership Rosters 327.91 

Total Expenses 


Excess of Revenue over Expenses 
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$33,881.82 


26,120.69 


$ 7,761.13 
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PHYSICIAN AND SERVANT 


There could be no finer epitaph for a physician than 
that which was given Dr. William E. Hicks of Sardis 
by a news reporter. The account of his death which 
appeared in the recent daily press was concluded with 
this simple statement, “Dr. Hicks spent his last 38 
years as a physician and servant of Florence County 
at Sardis.” 

“Physician and servant”—Dr. Hicks was just that, 
and so have been many other of our colleagues who 
have passed on to their reward. By training these men 
have been skillful physicians, by choice they have 
been servants of the people. Desire to help others and 
not love of money or fame drove them on in their 
daily and nightly work. The need of the patient—not 
his social standing or his financial rating—determined 
their course of action. And their reward was not in 
treasures upon earth but rather in love in the hearts 
of those who knew them—and treasures in heaven. 

As we have seen these colleagues of ours live and 
work and die, it gives us a feeling of pride and 
humility—pride in the fact that they were part of that 
profession which we claim as our own, humility as we 
compare the work which we are trying to do and the 
service which we are endeavoring to give with that 
which they did and gave. 


OCONEE COUNTY 


The strength of a state medical association lies in 
the strength of its component county medical societies. 
Nowhere has this been better demonstrated than in a 
recent action of the Oconee County Medical Society. 

The of this realized the 
which is being done—to the people of South Carolina— 


members society harm 
by certain individuals who under the guise of being 
trained in the art of healing are carrying on the prac- 
tice of medicine. Showing their certificates as gradu- 
ates of a school of naturopathy or some allied cult, 
they attempt medical and surgical procedures in which 
they have had completely inadequate training. And the 
ones who suffer from this ignorance and mispractice 
are the people who are gullible enough to fall for their 


false claims. 





The members of the Oconee Society felt that some- 
thing should be done and that it should start at the 
county level. They realized that the State Association 
has been working along the same line, but they also 
that the 
determined by the wishes of the “folks back home.” 


knew votes of legislators are primarily 
So in business session, they drafted the following 
letter and sent it to their representatives in the General 
Assembly: 

Seneca, South Carolina 

January 9, 1948 

Senator Lewis Rowland 
Representative John Knox 
Representative J. Pat Miley 
Gentlemen: 

At the December meeting of the Oconee County 
Medical Association the problem caused by the prac- 
tice of chiropractic and naturopathy in Oconee County 
and in South Carolina as a whole was discussed. 


men are licensed to 
definite restrictions 
prescribed by the law. It has been brought to our 
attention that certain members of these vocations are 


understand it, these 


their 


As we 


practice vocations within 


doing the general practice of medicine, prescribing 
drugs, and so forth for which they have no license. 
Also certain members have advertised themselves to 
the public as “physician,” misleading the 
public to believe that they are doctors of medicine, 


thereby 


and have in certain instances caused damaging results 
to the patient. 


In order to correct the above related situation we 
would like to see legislation of the following nature: 


1. Law and enforcement of said law requiring these 
individuals to confine their work to practices allowed 
by their licenses. 


2. A more rigid state license law that requires all 


chiropaths, naturopaths, osteopaths, and allied fields to 
pass basic science examinations before qualifying for 
license. Other states are stricter than South Carolina 
in this respect and our laws in this matter need 
changing. 


We, the members of the Oconee 
County Medical Association, hope that you will see fit 


undersigned 
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to introduce and press passage of adequate legislation 
to control the problem presented to you in this letter. 
Respectfully submitted, 

T. G. Hall, M.D. 

J. N. Webb, M.D. 

W. A. Strickland, M.D. 

L. E. Mays, M.D. 

W. C. Mays, M.D. 

F. T. Simpson, M.D. 

J. E. Orr, M.D. 

John T. Davis, M.D. 

J. P. Booker, M.D. 

If every county society in the state would inform its 
representatives as the Oconee Society has done con- 
cerning its opinions upon pending or necessary legisla- 
tion, it would be a great thing for the people of South 
Carolina. 


PLANNING FOR HOSPITALS 


We have recently received a copy of “The State 
Plan” for the construction of hospitals and health 
centers in the state of South Carolina, prepared by 
the S. C. State Board of Health (in consultation with 
the State Hospital Advisory Council), and approved 
by the Surgeon General of the U. S. Public Health 
Service. This will constitute a blue-print for hospital 
construction in this state for the next five years and 
should be carefully studied by anyone who is contem- 
plating the building of a hospital or the expansion of 
present facilities. 
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We have been informed that any county medical 
society may secure a copy of this report for study if 
desired. The request should be sent to Dr. C. L. Guy- 
ton, State Board of Health, Columbia. 


There is a wealth of information in this report as 
to present conditions and future needs. We wish that 
it were possible to publish the report in full so that 
every member of the Association could read it at first 
hand. Unfortunately this cannot be done so we are 
presenting herewith certain of the key maps and charts 
in the hope that this will give at least a slight under- 
standing of what the plan proposes. 


Map 1 shows the way in which the state is divided 
into regions with regional and area hospitals. Map 2 
shows the plan in greater detail as to hospitals, popula- 
tion, etc. Each area is designated by a specific number 
(i.e. I-1, R-2, etc.). The key to these numbers is found 
in Chart 2. Map 3 shows the proposed public health 
facilities for South Carolina. 


Chart 1 gives a report of the general bed distribu- 
tion and the additional beds which may be constructed 
in a given area, under this plan. (Areas referred to in 
this chart by numbers I-2, R-3, etc., may be de- 
termined by referring to Chart 2. ) 


Under the law, the State Board of Health was not 
only instructed to set up a plan for hospital construc- 


tion, but also to establish minimum standards for 


HOSPITAL-CENTER MAP 





Conway 


Moncks Corner 
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maintenance and operation of hospitals in South Caro- 
lina. Here are the standards which have been adopted. 


MINIMUM STANDARDS FOR 
MAINTENANCE AND OPERATION 
OF HOSPITALS 
IN SOUTH CAROLINA 


To provide safe and adequate care for the sick and 
injured in all hospitals throughout South Carolina, 
whether general or ‘highly specialized in nature with- 
out regard for size or type. Minimum standards are 
set forth below: 


I. ORGANIZATION 


a. The organization should consist of a supreme 
governing body qualified to administer a hospital. This 
may be a board of trustees or directors, carefully 
selected. 


b. There must be a well qualified executive 
officer who may be designated as administrator, 
superintendent or director or by some other title. This 
person should be responsible to the governing body 
for carrying out its policies. 


c. The executive officer shall be assisted by 
competent personnel adequate to the needs of the 
institution. This personnel shall be properly organized 
and under competent supervision. 


II. PHYSICAL PLANT 


a. The hospital plant shall consist of suitable 
safe buildings maintained in a sanitary condition, 
provided with fire protection, preferably fireproofed, 
and adequately equipped and furnished for the com- 
fort of patients. 

b. Hospitals accepting surgical and obstetric 
patients shall provide a modernly equipped operating 
room, a delivery room, and a nursery, all suitably 
safeguarded. 


Ill. MEDICAL STAFF 

a. Physicians and surgeons priviledged to practice 
in the hospital shall be organized as a definite medical 
staff. 


b. Membership upon the medical staff shall be 
restricted to physicians and surgeons who are 


(1) Graduates of medicine of approved medi- 
cal schools with the degree of Doctor of 
Medicine in good standing and legally 
licensed to practice in their respective 


states. 
(2) Competent in their respective fields and 
(3) Worthy in character and in matters of 


professional! ethics. 
(In this latter connection the practice of 
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PUBLIC-HEALTH-FACILITIES MAP 
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the division of fees, under any guise 
whatsoever, shall be prohibited. ) 

c. The medical staff shall initiate and, with the 
approval of the governing board of the Hospital, adopt 
rules, regulations and policies governing the pro- 
fessional work of the hospital. 


These rules, regulations and policies shall 
specifically provide 

(1) That medical staff meetings be held at 
least once each month. 

(2) That the medical staff review and analyze 
at regular intervals their clinical experience 
in the various departments of the hos- 
pitals, such as medicine, ob- 


stetrics and the other specialities; that the 


surgery, 


medical records of patients, free and pay, 
be the basis for such review and analysis. 
IV. MEDICAL RECORDS 


a. An adequate record system shall be main- 
tained. Accurate and complete medical records shall 
be written for all patients and filed in an accessible 
manner in the hospital. The attending physician is 
directly responsible for the accuracy and complete- 
ness of his case records, whether prepared by him or 
by another. A complete medical record is one which 
includes identification data; complaint; personal and 
family history; history of present illness; physical 
examination; special examination, such as consulta- 
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tions, clinical laboratory, x-rays, and other examina- 
tions; provisional or working diagnosis; medical or 
surgical treatment, gross and microscopical patho- 
logical findings; progress notes; final diagnosis, condi- 
tion on discharge and follow up and in case of death, 
autopsy findings. 

b. Monthly and annual analyses of services to 
patients shall be made in order to improve services 
to patients and to keep the service on the highest 
plane of efficiency. 

V. DIAGIOSTIC AND THERAPEUTIC 
FACILITIES 

a. Adequate diagnostic and therapeutic facilities 
with efficient technical service under competent super- 
vision shall be available for the study, diagnosis and 
treatment of patients. 

VI. ULTIMATE OBJECTIVE 

a. The intent and ultimate objective of maintain- 
ing standards for hospitals is to establish in the hos- 
pital an environment in which every practitioner of 
medicine can carry on his work in such a manner as 
will be conducive to accurate diagnoses and efficient 
treatment in order that every patient who enters the 
hospital may be returned to normal health and produc- 
tion, if possible, in the time and 
comfortable manner. 


shortest most 
humanitarian attitude 
in which the best care of the patient is always the 
primary consideration. 


In brief—to maintain a 


CHART 2 


HOSPITAL AREAS 


BY REGIONS 
CHARLESTON REGION: 
B-1 Charleston 
R-1 Berkley 


R-2 Dorchester 
R-3 Colleton 
R-4 Jasper 

R-5 Beaufort 
R-6 Georgetown 


FLORENCE REGION: 

1-6 Florence 

R-7 Williamsburg 

R-8 Horry 

R-9 Marion 

R-10 Dillon 

R-11 Darlington 

R-12 Marlboro 

R-13 Chesterfield 
ORANGEBURG REGION: 

2 Orangeburg 

-14 Calhoun 
-15 Bamberg 
-16 Barnwell 
-17 Allendale 

R-18 Hampton 
SUMTER REGION: 

I-3 Sumter 

R-19 Lee 

R-20 Clarendon 


= 
R 
R 
R 
R 


COLUMBIA REGION: 


B-2 Richland 
R-21 Kershaw 
R-22 Fairfield 
R-23 Newberry 
R-24 Saluda 
R-25 Edgefield 
R-26 Aiken 


R-27 Lexington 


ROCK HILL REGION: 
I-4 York 
R-28 Lancaster 
R-29 Chester 


SPARTANBURG REGION: 
I-5 Spartanburg 
R-30 Cherokee 
R-31 Union 


GREENVILLE REGION: 
B-3 Greenville 
R-32 Laurens 


R-33 Pickerfs 
ANDERSON REGION: 


I-6 Anderson 
R-34 Greenwood 
R-35 McCormick 
R-36 Abbeville 
R-37 Oconee 
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PRELIMINARY PROGRAM 
CENTENNIAL MEETING 
MAY 12, 13 and 14 
CHARLESTON, S. C. 
( Headquarters—Francis Marion Hotel ) 
WEDNESDAY, MAY 12. 


10:00 a.m. Meeting of Council—Mezzanine Room 

2:00 p.m. Meeting of House of Delegates—Ball Room 

8:30 p.m. Dock Street Theater 
Elmer Rice’s play — “Dream Girl” 
(Members and wives to be guests of Charleston Society. No seats reserved. Drinks and 
sandwiches between acts and after show, continuing ad lib.) 


THURSDAY, MAY 13. -- SCIENTIFIC PROGRAM 


9:30 a.m. Invocation 
Welcome Address 
Response—Vice President of S.C.M.A. 
10:00 a.m. Addresses by: 
Dr. George F. Lull, Secretary, American Medical Association, Chicago, Ill. 
Dr. Warren W. Quillian, Pediatrician, Coral Gables, Fla. 
Dr. I. A. Bigger, Surgeon, Medical College of Virginia, Hospital Division, Richmond, 
Virginia. 
:00 p.m. Alumni Luncheon, Francis Marion Hotel 
3:00 p.m. Dr. James E. Paullin, Internist, Atlanta, Ga. 
Dr. V. K. Hart, Otolaryngologist, The Charlotte Eye, Ear and Throat Hospital, Charlotte, 
N. C. 
8:00 p.m. Banquet and Ball — Francis Marion Hotel 
Toastmaster — Dr. Olin Chamberlain 
Orchestra — “Bill Abot” 
Address — Dr. Reginald Fitz, Boston, Mass. 


—_ 


FRIDAY, MAY 14 


:30 a.m. to 12:00 noon—“Recent Advances” 
. Chronic Cardio-Vascular Renal Diseases 
Progress in Medical Management—ten minutes 
Progress in Surgical Management—ten minutes 
. Chronic Pulmonary Disease 
Medical Management—ten minutes 
Surgical Management—ten minutes 
. How can the Orthopedist help in the management of arthritis and other chronic diseases of the 
musculoskeletal system?—twenty minutes. 
. The management of menopausal syndrome and middle aged depression 
Psychiatric—ten minutes 
Gynecological—ten minutes 
5. What can the State Rehabilitation Program provide in the management of chronic illness?—fifteen 
minutes. 
Participants 
Two internists 
Two surgeons 
One orthopedist 
One psychiatrist 
One gynecologist 
One public health ofticer 
A program of movies will run during addresses and unoccupied hours. 
Making a Good Food Better”—twelve minutes, Dr. E. J. Lease, S. C. Experiment Station, Clemson. 
The Roentgen Reckoner and Audio Probe”—ten minutes, Dr. Hillyer Rudisill, Charleston. 
“Effect of Drugs on the Heart in situ”—twenty-five minutes, Department of Pharmacology, Medical 
College, Charleston. 
“Experimental Aortic Valvulotomy”—ten minutes, Dr. H. G. Smithy, Medical College, Charleston. 
“Surgery of Bilateral Choanal Atresoa—Case Presentation”—twelve minutes, Dr. R. W. Hanckel, 
Medical College, Charleston. 
“Diseases of the Ear, Nose and Throat”—Organic Disorders of the Larynx”—forty minutes, Drs. Paul 
E. Holinger, A. H. Andrews, Jr., G. C. Anison and K. C. Johnson, University of Illinois College of 
Medicine, St. Luke’s Hospital and Children’s Memorial Hospital, Chicago. 
“Advent of Anesthetic Ether”—twelve minutes—Mallinckrodt Chemical Works, St. Louis, Mo. 
“Signs and Stages of Anesthesia—Operative Shock”—thirty-nine minutes—Dr. I. W. Magill, West- 
minster Hospital, London. 
“Intravenous Anesthesia”—forty-two minutes, Drs. L. H. Mousel and E. B. Touhey, Medical Corps, 
U. S. Army. 
“Peptic Ulcer”—forty minutes, Dr. E. D. Kiefer, Boston University School of Medicine. 


Ro} 
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HEALTH BOARD BILLS CONSIDERED 


On Tuesday, February 17th, the Medical Affairs 
Committee of the Senate began consideration of the 
reorganization of the State Board of Health of South 
Carolina. Thus the Legislative body resumed the 
activity which was suspended near the close of the 
last session, following a public hearing at which officers 
* of the South Carolina Medical Association and other 
interested parties expressed their views at length on 
the subject. In accord with the proposal made at that 
time, the Association, through a committee appointed 
for the purpose, had a careful study made, and at a 
special meeting of the House of Delegates in Novem- 
ber adopted a Resolution embodying certain recom- 
mendations. These were incorporated in a proposed 
Bill which was submitted to the Chairman of the 
Medical Affairs Committee of the Senate in the early 
part of February. 


In the meantime, several other proposals were made. 
At the meeting of the Committee on February 17th, 
there were before it at least three proposed Bills to 
reorganize the State Board of Health. The Bill recom- 
mended by the South Carolina Medical Association 
would provide for a nine-member Board consisting of 
five doctors, to be recommended by the Association, 
one dentist to be recommended by the State Dental 
Association, and three citizens outside these two pro- 
fessions, to be named by the Governor. The principal 
objection raised to this proposal has been that it did 
not include provision for a pharmacist on the Board. 
(A pharmacist has been a member of the Executive 
Committee of the present State Board of Health for a 
number of years. ) 


At the hearing before the Medical Affairs Committee 
on February 17th, there was a large delegation from 
the Pharmaceutical Association, present to urge that a 
pharmacist be included. There were also a consider- 
able number of members of the State Nurses Associa- 
tion, who urgently proposed that a nurse too be added. 


It was learned, in fact, a few days before the meet- 
ing, that a Bill had been prepared in the Engrossing 
Department, and which is understood to have the 
blessing of the Chairman of the Medical Affairs Com- 
mittee, providing for an eleven-member Board of 
Health, consisting of the nine proposed in the Bill 
recommended by the Medical Association, plus a nurse 
and a pharmacist. This Bill included also another fea- 
ture which was not in that recommended by the Medi- 
cal Association. It would establish a State Department 
of Health to be under the direction of the State Health 
Officer and generally under the control of the proposed 
new State Board of Health. The structure thus outlined 


would be very similar to that which now obtains with 
respect to education. The State Board of Education, 
consisting in part at least of ex-officio members, has 
general supervisory functions, but the actual executive 
and administrative work is performed by the State De- 
partment of Education, under the direction of the 
State Superintendent of Education, who is elected in 
the primary. 


While under the proposed Bill, the executive head of 
the suggested Department of Health would be chosen 
by the new State Board of Health, it seems entirely 
possible that the plan might easily lend itself in the 
future to a suggestion for following further the pattern 
of the Department of Education, by providing for the 
election of the State Health Officer at the polls. 


No final action was taken by the Committee on 
February 17th, and as this is written, no Bill has been 
introduced and nothing officially approved by the 
Medical Affairs Committee. Some definite action is 
expected however, in the immediate future (before 
this is read), and present indications are that the Bill 
to be introduced will provide for the eleven-member 
Board and the State Department of Health. 


NATUROPATHIC CAMPAIGN WARMS UP 


The News and Courier for February 17th carried a 
full story under the by-line of W. D. Workman, on the 
efforts of Representative Bob Ward of York County, 
and certain of his fellow members of the Medical 
Affairs Committee of the House of Representatives, to 
procure legislative action with regard to the practice 
of Naturopathy in South Carolina. It referred 
specifically to the Concurrent Resolution introduced 
and passed in the House last year, calling for a 
thorough investigation of the so-called profession and 
its Board of Examiners, which Resolution was likewise 
adopted by the Senate and returned to the House for 
appointment by the Speaker of the members of the 
investigating committee provided for. Shortly there- 
after it was recalled to the Senate on the ground that 
it had been recorded as having passed, through error. 
Close examination of the daily journals of the upper 
legislative body for that period, however, gives no 
indication of such error and so far as the record is 
concerned, passage of the Resolution there appears to 
have been entirely regular. At that point, to quote 
Mr. Workman and the News and Courier, “on or 
about April 30th, the Resolution literally and com- 
pletely disappeared, and to date no one has been able 
to determine what happened to the measure.” 


House Bill #779, introduced by the Medical Affairs 


Committee of the House last year, would prohibit 
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was well ahead of his time, for physicians of his day 

knew little of the function of the heart or the 

treatment of its diseases, although da Vinci's 

knowledge of such anatomy was extensive. 
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Naturopaths from practicing obstetrics and gynecology 
and from the use of biologicals. This Bill has been on 
the calendar for second reading since April 24, 1947, 
and its progress since that time has been delayed by 
objection of Mr. Poliakoff, Representative from 
Spartanburg. Thus the measure was relegated to a 
place among the numerous contested matters there 
and has not been reached for further action. On Thurs- 
day, February 12th, an effort was made to refer the 
Bill back to Committee with the idea of its dying 
there, but the effort failed and at present the Bill 
remains on the calendar. According to the article in 
the News and Courier, Mr. Ward and his associates 
are determined, however, that it shall not remain in 
this status and further anticipated 
momentarily. 


action is 


The disposition of the Resolution last year and the 
difficulties encountered by House Bill 779 appear to 
be entirely the result of the very active campaign 
being conducted by the Naturopaths and their repre- 
sentatives in opposition to any proposals to limit, re- 
for, or even to inquire into the practices of the mem- 
bers of the Naturopathic persuasion. 





MEMBERS ATTEND CHICAGO 
CONFERENCES 


The medical profession of South Carolina was well 
represented at the February conference of the AMA 
in Chicago. 

Dr. J. I. Waring and Dr. A. W. Browning attended 
the Conference on Rural Medical Service as repre- 
sentatives of the South Carolina Board of Health. Dr. 
Kenneth M. Lynch and Dr. John Boone of the Medical 
College, attended the Conference on Medical Educa- 
tion, and Dr. Harold Gilmore and M. L. Meadors 
represented the South Carolina Medical Association 
at the National Rural Health Conference and the 
National Conference on Medical Service. 

Dr. J. P. Cain, Jr. was also in Chicago at the time 
of the conferences, the period from February 6th to 
9th. Prominent leaders interested in medical care in 
fields outside as well as within the profession con- 
tributed to the interest and success of the meetings. 





NEW SURGEON GENERAL 


Of interest to the profession generally, is the ap- 
pointment of Dr. Leonard A. Scheele of Ft. Wayne, 
Indiana, to succeed Dr. Thomas Parran as Surgeon 
General of the United States Public Health Service. 
Apparently Dr. Scheele will take office on the expira- 
tion of the current term on April 6, 1948. 

Dr. Scheele has been Assistant Surgeon General since 
July, 1947, and previous to that time was connected 
prominently with the National Cancer Control Pro- 
gram of the National Cancer Institute. He was com- 
missioned in the United States Public Health Service 
in 1934, with which he was connected in varying 
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capacities until 1937. Dr. Scheele was born July 25, 
1907, and educated at the University of Michigan and 
Wayne University in Detroit. 





MEDICAL PUBLIC RELATIONS* 


We repeatedly meet, as groups of doctors, to dis- 
cuss our problems. Many of our ideas are good, but 
we tend to forget that the medical profession composes 
but a small proportion of the total population. It is 
true that our influence is disproportionate to our num- 
bers, but our influence is not great enough to long 
allow us to run counter to public opinion, nor can we 
stem an overwhelming tide of adverse criticism. 

We need to know what the public is thinking, not 
the professional agitators, but the common garden run 
who compose our practices. Perhaps the public is 
wrong. That makes no difference if they are not con- 
vinced. Unfavorable public opinion will engulf us 
unless we, first, put our house in order, and second, 
convince the public that their best interests lie in the 
continuation of the present system of the private 
practice of medicine. 

In preparation for this talk I attempted to sample 
public opinion. I selected a group of people who had 
reason to know of medical problems in the community. 
To prevent personal bias, I largely avoided those who 
were patients of mine. Both men and women are 
represented. There are industrialists, employers of 
labor, personnel managers of large corporations, 
editors and publishers, judges of the courts, prosecut- 
ing attorneys, welfare workers, public health nurses, 
women on the boards of the Red Cross, Junior League 
clinics, child care centers, ministers who frequently 
serve as personal counselors, a_ radio station 
executive, a C. I. O. educational director, legislators, 
and others. To them I addressed a request for opinion 
as follows, “The medical profession realizes that its 
public relations are at fault. Some of the responsible 
factors are known to us as members of the profession, 
but the lay public, on and with whom we practice, 
has a different approach. I am to participate in a 
conference on Medical Public Relations, in Richmond, 
on December 20th. Would you list on the back of 
this sheet, the grievances of which you have knowl- 
edge, and points in which you feel the medical pro- 
fession, both as individuals and as a group, fail in their 
efforts to maintain friendly public relations? 

After all it makes little difference what the medical 
profession feels, if the lay public feels otherwise. By 
getting a cross section of local opinion, valuable ideas 
should be obtained.” 

The response was nearly 100%, and every reply 
showed thoughtful consideration of the subject. A few 


*Address of John T. T. Hundley, M.D., Lynchburg, 
Va., presented before Public Relations Conference, 
of the Medical Society of Virginia, Richmond, 
Virginia, December 20, 1947. 
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refused to commit themselves in writing but arranged 
conferences, where I let them do the talking, while I 
took notes. 


The public is concerned with what they feel is the 
imminent approach to socialized medicine. They do 
not want the socialization of medicine, but they be- 
lieve it is coming, and they will not fight the onset. 
Neither will they help the medical profession to fight, 
unless and until they see that the medical profession 
realizes and is making a sincere effort to correct its 
own faults and clean its own house. 


The following are abstracts of the statements made 
to me. I have made no changes except a few minor 
ones in the interest of brevity. 


There is LACK OF PERSONAL INTEREST in the 
patient. A scientific attitude, which treats the disease 
but forgets the individual. Patients feel they are run 
through the mill mechanically, and the old, friendly, 
personal attitude between doctor and patient is lack- 
ing. There is the feeling that the doctor thinks he is 
the important factor, “when in reality I am’. Doctors 
do not take time enough to give individual attention, 
or make careful examinations. 


The COSTS OF MEDICAL CARE have mounted 
to the point that only the rich, or the charity patient, 
can afford good medical attention. The average 
individual cannot stand the costs of an operation, or 
of a lingering illness. The poor man cannot afford to 
get sick. Surgical fees are exorbitant. Bankruptcies are 
due to three major factors as items of expense, doctor’s 
bills, hospital bills, and borrowing from loan sharks, 
and 80% of the borrowing from the loan sharks is for 
the purpose of paying doctor and hospital bills. 


There is OVERSPECIALIZATION which has un- 
duly increased the costs, and at the same time rendered 
it more difficult for the average individual to get medi- 


cal attention when needed. Excessive expense is in- 
volved in referring the patient from one specialist to 


another. More old-time general practitioners are 
needed. There is too much office work and not enough 
doctors are willing to make home calls. Overspecializa- 
tion, and refusal to care for minor conditions in another 
specialist’s field, increases cost by requiring more than 
one fee. The charge by the referring physician, merely 
for referring the patient to another specialist is un- 
justified. Overspecialization, carried to the foolish 
extremes, often encountered, is compared to the 
“feather bedding,” a vicious, modern labor union 
practice. 


The public is annoyed by the TECHNICAL JAR- 
GON used by the medical profession, instead of using 
simple understandable terms to patients and relatives. 
The average patient has not the knowledge the doctor 
assumes he has, 

The public resents the EXCESSIVE INCOME of 
the medical profession. ‘All the doctors are buying 
Cadillacs’. The public seems to feel that the pro- 
fession’s interest is in acquiring worldly goods, rather 
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patient’s salvation. Medical 


measured by the dollar mark. 

There is LACK OF INTEREST in the insurance 
patient. The physician is working for the 
refer the 
patient to a better qualified specialist, for fear of losing 


than the success is 


insurance 


company. There is refusal to insurance 


the assured payment from the insurance company. 


Doctors do not KEEP APPOINTMENTS. ‘I wait 
for hours even though a definite stated appointment 
is made, and kept by me.’ The doctor fails to realize 
that my time is as important to me, as his is to him. 
‘I am led to think that my doctor has made a special 
appointment to see me, but when I reach his office I 
find a dozen others have been told to come at the same 
time.’ 

PROFESSIONAL ETHICS are 
ridiculous extreme, and often handicap the patient in 


carried to a 


the free choice of physician. 


Members of the medical profession fail to bear their 
COMMUNITY 
ACTIVITIES. The private physician considers his 


proportionate part of the load of 
obligation as satisfied by attention to the individual 


patient and acknowledges no obligation to the 


problems of community health. 


Medical PUBLIC RELATIONS ACTIVITIES are 
poorly organized and _ inefficient. Professional men 
generally do a poor job in public relations, probably 
because of the prohibition against advertising. There 
are grievous inaccuracies in the reports of medical 
meetings, and the profession should prepare and edit 
such reports. Newspaper columnists signing themselves 
as M.D. are unduly critical of the practicing physician. 
Science Service releases are premature and mislead- 
ing. Physicians of reputation should write articles for 
newspapers and magazines to counteract the im- 
pressions conveyed by lay journalists writing pseudo- 
scientific articles in the lay press. More publicity is 
needed to publicize the advances in medical knowl- 
edge and practice. Medical costs should be publicized 
in relation to (1) the costs of other public services, 
(2) 
invalidism, and life. Publicize hospital costs and faults 
by emphasizing that the public’s failure to support 
them is responsible. Efforts should be made to create 


and what the public is saved in suffering, 


a more favorable understanding of the medical pro- 
fession by ‘replacing sentimentality with sense,’ to 
assist the public to regard the doctor as a_ highly 
trained consultant rather than as a servant. 


The medical profession lacks SOCIAL CON- 
SCIOUSNESS. There is an unjustified discrimination 
against the Negro both as patient and as physician. 
The medical profession refuses to support social legisla- 
tion extending the coverage and benefits of medical 
care, implying by their attitude that “Nothing needs 
to be done; that the situation, as it exists today, is all 
right; and a large number of our people aren’t re- 
ceiving medical care—well that’s just too bad.” 


There are severe INEQUALITIES IN THE DIS- 





“ 


low that we know the chemical’ nature of 
ost of these compounds [ internal secretions], 
and have learned much about their physiological 
activities, endocrinology has become an exact 


science, or bgfnch of science, inseparably related 


to physio@##, pharmacology and biochemistry.” 


ameron, A. T.: Recent Advances in 


udocrinology, ed. 5, Philadelphia, 
The Blakiston Company, 1945, p. 1. 


ever-widening scope of hormone therapy 
is the outcome of decades of progress in 
laboratory research, clinical investigation 


and pharmaceutical manufacture. 


HERING 


world’s largest manufacturer of sex hormones has 


pioneered in noteworthy developments in this field. 


Further advances in endocrine treatment 
foreshadowed by current scientific activity are 
inseparably related to the continuing initiation 


of effective, well-tolerated therapeutic agents. 


co ORATION + BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 











100 





TRIBUTION OF MEDICAL CARE. “Though I resent 
socialized medicine I prefer it to the one doctor in 
15,000 people now existing in some localities.” 


The public fears SOCIALIZED MEDICINE, and 
feels that unless the medical profession develops better 
public relations we will surely be forced into that 
state. “I wish to make myself plain that I am probably 
the last person in the world that would believe in the 
socialization of anything. I do, however, think that 
the sentiment in this direction is much stronger than 
most of you in the medical profession realize, and for 
your own salvation, and for the general philosophy of 
the American economic system, I hope you will make 
some real effort toward correcting this feeling.” 


Some of the suggestions above noted are of dubious 
value. Others can be explained by frank and free dis- 
cussion. But, this is what the public is thinking, and 
it will take a real and effective public relations pro- 
gram to correct these sentiments, and change them 
into a favorsble attitude toward the medical pro- 
fession. One juggestion, only partially facetious, was 
that all doctors be required to take an intensive Dale 
Carnegie course on “How to make friends and in- 
fluence people.” 


That is hardly the remedy. What then can we do? 
First we can analyze what the public is thinking. 
What are the complaints that have been voiced? 

A lack of personal interest in the patient. Excessive 
costs of medical care. Overspecialization often carried 
to ridiculous extremes. The use of technical jargon, 
rather than plain understandable terms. Excessive in- 
come of the medical profession, out of proportion to 
other professions and businesses. Abuse of insurance 
practice. Failure to make and keep appointments. 
Foolish and extreme application of the principles of 
medical ethics. Failure of doctors to carry their pro- 
portionate load in community activities. A poor, un- 
intelligent public relations program. The lack of social 
consciousness on the part of the medical profession. 
Inequalities in the distribution of medical care. A 
definite fear that socialized medicine will result if the 
abuses are not corrected and corrected promptly. 


To many of these complaints we can plead guilty, 
and it is only when we acknowledge our faults that 
we reach the mood where we are ready to take 
effective action. There is great merit in the old 
evangelical principle that salvation only follows 
repentance. 


Some of these things can be corrected only by 
planning, and execution of the higher organizational 
levels, but many of them are matters which must be 
brought to the attention, and corrected by the local 
society, and the individual physician. The most 
important and the most convincing Public Relations 
activity is that which takes place at the local level. 
There are two approaches at that level. One and 
probably the most important, is the contact of the 
individual doctor with his patient. 
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THE INDIVIDUAL APPROACH-—The patient's 
problems are personal. Whether it is toe or head ache, 
whether the infectious, circulatory, or 
emotional, the patient complains of symptoms which 
are of extreme importance to him. He will generally 
cooperate and be appreciative if he is treated as an 
intelligent human being. If appointments are promptly 
kept, or if that is impossible, reasonable explanation 
and apology is made; if careful study and examination 
is given; if reasonable explanations are offered to the 
patient; he will in most instances have confidence and 
give cooperation. But if he finds himself in a crowded 
office, is forced to wait long periods although he had 
a definite appointment, if he is rushed in and out of 
the office with little opportunity to explain his 
symptoms and no more for examination and _ study, 
given a prescription, without explanation of the condi- 
tion, the treatment or the prognosis; he will consider 
the charges for such services to be excessive, and feel 
that perhaps state medicine can offer as much. If he 
leaves that doctor’s office and becomes an advocate for 
state medicine I would not blame him. After all 
private medical practice has one big assurance to offer, 
and that is personalized service. If the patient is 
treated as just another in a production line in the 
private physician’s office, he might as well go the 
whole way and have the relatively painless deduction 
from his pay envelope to pay for production line 
state medicine. 


cause is 


PARTICIPATION IN COMMUNITY ENTER- 
PRISES OF MEDICAL INTEREST AND IMPORT 
should be both the duty and the privilege of the 
private physician. Too frequently do doctors fail to 
take an active interest in the operation of local 
organizations which are concerned with medical care, 
or which have medical interest and contacts. Later, 
after failing to participate in the organization and 
operation of such agencies, they are very free in their 
criticism of features of the operation of which they do 
not approve. Of course participation takes time, but 
it is worth it. In the past members of the medical 
profession demonstrated a totally unjustified aloofness 
from affairs. Such an attitude was not 
justified then, and certainly cannot be justified now. 


mundane 


MEDICAL FEES are the concern of every member 
of the profession. Nothing receives wider comment 
than a report of an excessive charge which has worked 
hardship. It is unquestionably true that many fees are 
too high. No fair minded physician will deny that. It 
is not only the big fee which may be excessive. But, to 
leave out the matter of the excessive fee which is dis- 
proportionate to the service rendered, there remains 
the incontrovertable fact that good medicine is ex- 
pensive, and is becoming more so. Hospital beds, 
nursing care, laboratory and x-ray services, and ex- 
pensive therapeutic procedures, are more and more 
essential as medical knowledge grows. It cannot be 
denied that the costs of illness constantly mount to 
levels above the ability of very large groups of the 
population to meet without assistance. Governmental 
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assistance is suggested, on the basis of compulsory 
taxation. Few of us believe that to be the acceptable 
remedy, and we can suggest another, and one better. 

The individual physician should, even must, help 
his patients to secure voluntary insurance to meet the 
catastrophies of serious illness. Only by such means 
can the wage earner, or average white collar worker, 
meet the heavy costs of illness. We, as private 
physicians, have a vital role in spreading the number 
of those covered by the Blue Cross and Blue Shield 
plans of prepaid hospital and medical care. 

Other means of influencing public opinion to a more 
favorable attitude toward the medical profession can 
best be utilized through the activities of the LOCAL 
SOCIETIES. The number and variety of those efforts 
will depend upon the initiative and energy of the 
membership. 

GROUP MEETINGS should be arranged. Local 
organizations patterned on the Virginia Health Council 
should be organized in each community. In meetings 
of such groups can be discussed medical needs and 
problems, facilities and services, tuberculosis control, 
Red Cross cooperation, mental hygiene programs, 
rural medical needs, crippled children’s activities, 
dental services, cancer control, prenatal and maternal 
health problems, nursing care, and all the various 
activities which center on or closely affect the medical 
profession and its activities. 

LOCAL ORGANIZATIONS AND CLUBS should 
be encouraged to have programs of medical interest 
and speakers should be provided. Woman’s clubs, and 
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clubs, 
veterans 


civic luncheon 


labor 


parent-teacher organizations, 
organizations, colleges and 
schools, home demonstration groups, all the numerous 
organizations which are so characteristic of American 
life, are constantly in search of programs and 
speakers. The local medical society, and its members, 
are missing a great opportunity, and failing in their 
duties, if they do not encourage and participate in 
the presentation of medical topics of such representa- 
tive groups. 

The medical profession has nothing to sell but 
service. And, as a corollary, the medical profession can 
speak with authority only on the subject of medical 
services. The public is interested in our problems only 
as they relate to their own personal lives and situations. 
We have no vested interest that anyone is bound to 
respect. 


unions, 


Our needs are basically two. First, to provide good 
medical services, and, second, to demonstrate con- 
clusively to the public that the services we provide are 
the best, and will continue to be the best, under the 
present system of free and untrammeled private prac- 
tice of medicine. 

That can only be done if the profession is fully 
alerted to the actual emergency which exists. It can 
only be done if we see the dirt in our own house, and 
institute prompt cleaning. The very best in public 
relations efforts are required, and the most effective 
are those which take place at the level of the 
individual with his patient, and the local medical 
society in the community. 








DEATHS 





Dr. Irving S. Barksdale, 49, of Greenville, died 
February 10, following a sudden illness. 

For seventeen years Dr. Barksdale served the city 
of Greenville as city health commissioner. For the 
- three years he had engaged in private practice 
there. 

A native of Richmond, Va., Dr. Barksdale received 
his degree in medicine at Yale. He served with the 
AEF in France during the first World War, and prior 
to going to Greenville had taught physiology at the 
Medical College of South Carolina. After leaving the 
health commissionership, Dr. Barksdale engaged in 
private practice in Greenville and was one of the lead- 
ing members of the medical profession there. 


Dr. William Sydney Burgess died at Tuomey Hos- 
pital in Sumter on January 31 after an illness of several 
weeks. 

Dr. Burgess was born February 28, 1890, at State- 
burg. He received his medical training at the Medical 
College of South Carolina and did post graduate work 
at Johns Hopkins, the New York City Lying-in Hos- 
pital, the University of Leeds, England, and at the 
University of Mt. Pelier in France. For the past 36 
years Dr. Burgess was a eT physician and sur- 
geon of Sumter. For a number of years he was head 





of obstetrics at Tuomey Hospital. 

Dr. Burgess is survived by his widow, the former 
Miss Sallie Wright, two daughters, one son, two 
sisters and a brother, and two grandchildren. 


Dr. Furman T. Simpson, 65, of Westminster, died 
at his home from a heart attack on January 29th. 

Dr. Simpson was a graduate of Johns Hopkins Medi- 
cal School and had been practicing medicine in West- 
minster for the past 40 years. A veteran of World 
War I, he served as chairman of the Westminster 
board of health and as health officer for Oconee 
County during World War II. 

Dr. Simpson is survived by his wife, one son, two 
daughters, one brother and four sisters. 


Dr. William E. Hicks of Sardis, died in a Florence 
Hospital on February 8th, after an: illness of several 
months. 

For 38 years Dr. Hicks ser¢ed Florence County as 
a general practitioner. He was one of the most beloved 
citizens of his community. 

Dr. Hicks is survived by his widow, the former Miss 
Lille Truluck, two daughters, one son, three brothers 
and six sisters, 
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You can depend on any prod- 
uct that bears the name Rexall 





Noah was in at the birth of this symbol. Since, 
in almost all lands, it has come to mean one 
thing: Hope. See a rainbow in the sky and you 
see a promise of days less laden with trouble. 


The familiar Rexall sign is a modern symbol: 
Up and down the land, displayed proudly by 
about 10,000 independent and reliable drug 
stores, it signals an important message to the 
millions. Here is a symbol, it says, that assures 
the highest pharmacal skill in compounding 
your prescription. It means, further, that all 
drugs used are potent, pure and uniform .. . 
all laboratory tested under the rigid Rexall 
control system. 


REXALL DRUG COMPANY 
LOS ANGELES, CALIFORNIA 
PHARMACEUTICAL CHEMISTS FOR MORE THAN 45 YEARS 
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Dr. Charles N. Wyatt of Greenville is President of 
the Tri-State Medical Association for this year. In- 
stallation of officers was held at the recent meeting in 
Charleston. Other officers from South Carolina are Dr. 
W. Steele Dendy of Pelzer as vice president, and Dr. 
W. R. Wallace of Chester, Dr. R. L. Crawford of 
Lancaster and Dr. F. E. Kredel of Charleston as 
Councilors. 


Dr. L. C. Floyd, son of Dr. and Mrs. L. 
of Olanta, has opened offices in Florence 
general practice of medicine. 


C. Floyd 
for the 


Dr. George T. Noel, who has been engaged in the 
general practice of medicine in Lancaster, is now at 
Barnes Hospital in St. Louis where he has a residency 
in ophthalmology. Dr. Noel expects to be away from 
South Carolina approximately a year and a half. 


Dr. W. C. Cook of Columbia is in Baltimore attend- 
ing a three months course in cerebral palsy with Dr. 
Winthrop Phelps of John Hopkins. 


Dr. Kathleen A. Riley has announced the opening 
of offices in Charleston for the practice of dermatology 
and syphilology. 


Dr. William Wilson, formerly of Abbeville, has 


completed his medical course at John on He 


plans to practice orthopedic surgery in Charleston. 


Dr. Caroline H. Callison has transferred from the 
Greenwood County Medical Society to the Medical 
Society of South Carolina in Charleston. 


Dr. William C. Cantey of Columbia was certified 
by the American Board of Surgery at a session held 
in Baltimore in December. 


Dr. J. D. McNair is in Latta again practicing with 
Dr. W. S. Bethea. Since 1946, when he first practiced 
in Latta, Dr. McNair has been at the Graduate School 
of the Medical School of the University of Penn- 
sylvania and has served a Residency in Medicine at 
St. Joseph’s Infirmary, Atlanta, Ga. 


Dr. Harold S. Gilmore of Nichols is President of the 
Pee Dee Medical Association for this year. Dr. Gilmore 
is also Chairman of the Committee on Rural Health 
of the South Carolina Medical Association. He at- 
tended the annual Conference on Rural Health in 
Chicago in February. 


The members of the Chester County Medical Society 
were guests of Dr. and Mrs. W. R. Wallace on January 
12, at the regular monthly meeting of the Society. Dr. 
Furman Wallace and Dr. E. M. Colvin of Spartanburg 
were the guest speakers. Other guests present were 
Drs. Roderick MacDonald and A. Hinson of Rock Hill, 
and Drs. C. S$. McCants and Douglas of Winnsboro. 
Officers of the Society for 1948 are: President, Dr. 
W. J. Henry; Vice President, Dr. G. A. Hennies; 
Secretary-Treasurer, Dr. Conrad Smith. 


Josiah Kirby Lilly, chairman of the board of direc- 
tors of Eli Lilly and Company, died on February 8, 
1948. He was 86 years old. 


Indiana. His 
company on 


Mr. Lilly was born in Greencastle, 
father, Colonel Eli Lilly, founded the 
May 10, 1876. Josiah Kirby, as “a boy with a wicker 
basket,” delivered the first pound of a Lilly product 
- 7 near-by wholesale druggist. He was then 14 years 
old, 

In 1880, he entered the Philadelphia College of 
Pharmacy and Science, from which he graduated in 
1882. Upon returning to Indianapolis he became 
superintendent of the plant, in which capacity he 
continued for about sixteen years. When Colonel Lilly 
died in June, 1898, his son was elected president of 
the company. After thirty-four years as president, Mr. 
Lilly became chairman of the board of directors in 
1932. He retired from active service with the company 
on January 1, 1945. 

Under his management Eli Lilly and Company 
became one of the outstanding organizations in the 
pharmaceutical field, with international distribution. 


The Areal Meeting of the American Academy of 
Pediatrics will be held at the Statler Hotel, Buffalo, 
New York, April 29th to May 2nd, 1948. 

Members of the State Medical Societies are welcome 
to attend. The registration fee will be $5.00 for such 
non-members together with a $5.00 registration for 
which each registrant receives a ticket to the banquet, 
making a total registration fee of $10.00. 

Registration may be made ahead of time by writing 
to Dr. C. G. Grulee, Secretary-Treasurer, American 
Academy of Pediatrics, 636 Church Street, Evanston, 
Illinois, enclosing a check for $10.00 or registration 
may be at the time of the meeting. 


Emory University School of Medicine announces a 
Postgraduate Course in Electrocardiography, May 17 
to 21, 1948. 

Emphasis will be placed on the clinical interpreta- 
tion of the electrocardiogram in the light of modern 
excitation theories and the newer techniques in 
electrocardiography. The uses and interpretation of 
multiple chest leads, unipolar leads, the ventricular 
gradient and variation in normal patterns will be 
stressed. 

In addition to the Emory University Faculty, guest 
speake - who will participate in the program are:— 

Dr. George Burch, Tulane University 

Captain Ashton N. Graybiel, Medical Corps, 

S. N. 

Registration Fee—$40.00. 

Make application to:— 

Director, Postgraduate Education 
Emory University School of Medicine 
36 Butler St., S. E.; Atlanta 3, Ga. 


The Carolina Chapter of the American Physical 
Therapy Association offers Advisory Service for the 
we nt of physical therapists im North and South 

Carolina. 

Frequently qualified physical therapists request 
information on physical therapy vacancies in this area. 

any organization, hospital or physician wishes 
assistance in securing this cline. ‘please contact 
Mary C. Singleton, Relations Chairman, Carolina 
Chapter, Duke Hospital, Durham, North Carolina. 
Kindly describe the position and state the necessary 
qualifications. 
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The second annual meeting of the South Carolina 
Obstetrical and Gynecological Society will be held on 
Saturday, April 3rd, at 2:00 P. M. at the Court Inn 
in Camden. ; 

Dr. “Nick” Carter, professor of obstetrics and 
gynecology, Duke University Medical School, will 
deliver the address on gynecology. Dr. Frank Lock, 
professor of obstetrics and gynecology, Bowman Gray 
School of Medicine, Wake Forest College, will deliver 
the address on obstetrics. Dr. Rowland F. Sige, B.. 
F.A.C.S., Florence, will read a paper on “Saddle Block 
Anesthesia in Obstetrics.” The president’s address by 
Dr. L. A. Wilson, Charleston, will be on “The Manage- 
ment of Breech Deliveries.” 

All members of the South Carolina Medical Associa- 
tion are most cordially invited to attend this interesting 
meeting. 


The Sixteenth Annual Assembly of The Southeastern 
Surgical Congress will be held in Hollywood, Florida, 
Hollywood Beach Hotel, April 5, 6, 7, 8, 1948. 

The following surgeons will appear on the program. 

Dr. Herbert Acuff, Knoxville, Tenn. 

Title to be announced. 

Dr. Harry Bacon, Philadelphia, Pa. 

“Surgical my,* ovemns ot Cancer of the Lower 
Bowel Without Colostomy.” 

Dr. Frederick Boyce, New Orleans, La. 

“Human Bites.” 

Dr. Lester A. Brown, Atlanta, Ga. 

Title to be announced. 

Dr. A. F. Burnside, Columbia, S. C. 

Title to be announced. 

Dr. George Curtis, Cleveland, Ohio 

“The Surgery of the Spleen.” 

Dr. M. Y. Dabney, Birmingham, Ala. 

Title to be announced. 

Dr. J. W. Devine, Jr., Lynchburg, Va. 

Title to be announced. 

Dr. L. W. Dowlen, Miami, Fla. 

Title to be announced. 

Dr. Gilbert Fisher, Birmingham, Ala. 

“The Conservative and Surgical Management of 
Esophageal Obstruction.” 

Dr. L. J. Gariepy, Detroit, Mich. 

“Carcinoma of the Gallbladder.” 

Dr. Arnold Griswold, Louisville, Ky. 

“The Treatment of Peptic Ulcer by Resection of 
the Vagus Nerves.” 

Dr. William G. Hamm, Atlanta, Ga. 

“Plastic Repair of Injuries of the Male Genitalia.” 

Dr. Claude J. Hunt, Kansas City, Mo. 

“Surgical Treatment of Malignant Lesions of the 
Colon Complicated by Inflammatory Reaction, Fixation 
or Obstruction.” 

Dr. Rudolph Jaeger, Philadelphia, Pa. 

“Intracranial Aneurysms; Surgical Treatment.” 

Dr. Frank A. Johns, Richmond, Va. 

“Cancer of the Colon.” 

Dr. J. Harvey Johnston, Jr., Jackson, Miss. 

“Acute Cholecystitis.” 

Dr. Willoughby Kittredge, New Orleans, La. 

“Subcapsular Nephrectomy: Its Indications and Ad- 
vantages. 

Dr. Herman Kretschmer, Chicago, Ill. 

. “Some Problems Associated with Surgery of Kidney 
stones.” 

Dr. Ira Lockwood, Kansas oy. Mo. 

“Non Obstructive Lesions of the Colon.” 

Dr. J. G. Lyerly, Jacksonville, Fla. 

Title to. be announced. 

Dr. Robert Major, Augusta, Ga. 

“Transthoracic Approach to Lesions of the Eso- 
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phagus and Upper Abdomen.” ; 

Dr. Samuel F. Marshall, Boston, Mass. 

“Tumors of the Neck.” 

Dr. George H. Martin, Vicksburg, Miss. 

“Congenital Anomalies of the Gastro-Intestinal 
Tract in Infants and Children.” 

Dr. Charles Mayo, Rochester, Minn. 

“Surgical Procedures for Carcinoma of the Lower 
Colon and Rectum.” 

Dr. Julian M. Moore, Asheville, N. C. 

“The Management of Homothorax.” 

Dr. Carl Moyer, Dallas, Texas 

“Alterations in Renal Function of Man Incident to 
Operative Trauma and Anesthesia.” 

Dr. Martin Nordland, Minneapolis, Minn. 

“Fundamental Principles in Throidectomy.” 

Dr. L. M. Orr, Orlando, Fla. 

Title to be announced. 

Dr. E. G. Ramsdell, White Plains, N. Y. 

“Carcinoma of the Breast, A Comparative Statistical 
Study.” 

Dr. Fred Rankin, Lexington, ~o 

“The Surgical Treatment of Polyposis.” 

Dr. Henry K. Ransom, Ann Arbor, Mich. 

“Experiences with Total Gastrectomy.” 

Dr. James F. Robertson, Wilmington, N. C. 

Title to be announced. 

Dr. R. L. Sanders, Memphis, Tenn. 

Title to be announced. 

Dr. William L. Sibley, Roanoke, Va. 

“Lead Poisoning in Infancy, a Case Upon Whom 
Two Unnecessary Operations Were Performed.” 

Dr. Dargan Smith, Owensboro, Ky. 

“Glycerin Osmotic Drainage in Peritonitis.” 
Dr. Ambrose Storck, New Orleans, La. 

Title to be announced. 

Dr. Walter Stuck, San Antonio, Texas 

“Complications of Fractures of the Shaft of the 
Femur.” 

Dr. H. G. Smithy, Charleston, S. C. 

“An Approach to the Surgical Treatment of Chronic 
Valvular Disease of the Heart.” 

Dr. Charles C. Trabue, Nashville, Tenn. 

“Plastic Procedures for the General Surgeon.” 

Dr. Joseph Webb, Huntington, W. Va. 

“Needle Biopsy of the Liver in Diagnosis of ‘Surgi- 
cal’ Jaundice.” 

Dr. R. S. Widmeyer, Parkersburg, W. Va. 

“Child and Infant Surgery.” 

Dr. David A. Wilson, Greenville, S. C. 

“The Treatment of Bilateral Apical Pulmonary 
Tuberculosis.” 

Dr. John M. Wilson, Mobile, Ala. 

“Management of Intestinal Obstruction.” 


BIRTH ANNOUNCEMENTS 


Dr. and Mrs. L. H. Taylor of Greenville announce 
the birth of a daughter on January 14, in Greenville. 


Dr. and Mrs. C. K. Lindler of Columbia have an- 
nounced the arrival of a son on December 31, in 
Columbia. 


Dr. and Mrs. R. L. Cashwell of Greenville are being 
acc upon the birth of a daughter on January 
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Pathological Conference, Medical College of the State of South Carolina 


KENNETH M. LYNCH, M.D., PROFESSOR OF PATHOLOGY 





ABSTRACT #602 

Student J. H. Arnold (presenting): 

HISTORY: A 55 year old white man admitted to a 
local hospital on May 16 with history of pain between 
shoulders radiating around waist and along costal 
margins since March. Pain constant and occasionally 
sharp, but without relation to meals or activity. Two 
weeks before admission noticed increasing weakness 
of legs, which right 
necessitated the use of crutches. Right leg apparently 
paralyzed on admission and left leg paralyzed 2 days 


was most marked in and 


later. Family physician dated paralysis to the extrac- 
tion of teeth. At time of admission no bowel move- 
ment for 4 days, but patient had “chronic constipa- 
tion.” He mentioned “seeing double” and 3 days later 
he was unable to open right eyelid. He complained 
of headache and backache. Examination revealed: Rt. 
pupil dilated and fixed with ptosis of lid; right eye did 
not move with field of vision, left eye and fundi 
normal. Pain over lower ribs (below 7) but no dis- 
comfort on heavy palpation over spine; no heat, pain 
or touch below 8th rib anteriorly and laterally. Position 
sense in legs retained; rectus abdominis and leg 
muscles flaccid; no abdominal, cremasteric, patella, 
ankle or plantas reflexes, no clonus. Arm reflexes 
normal. All these findings were not recorded on ad- 
mission, but have been pieced together in sequence 
from subsequent histories and examinations. After 2 
days in hospital he was unable to void and an in- 
dwelling catheter had to be placed. At time of dis- 
charge he was unable to pass urine or flatus vol- 
untarily. 

Discharged in 10 days for admission to Roper. (One 
history taken recorded that the weakness had been 
progressive over a period of 2 years; no one else 
recorded this, however ). 

PAST HISTORY: Hospital admission for rheuma- 
tism 28 to 30 years before. Admitted to Roper in 1928 
trouble. Recently told after X-ray that 
“valves of his liver were stuck.” History of gonorrhea, 
but year not stated. “Mole” removed from back 2 
years before said to “have the makings of a cancer” 
and was followed by 20-X-ray treatments. History of 


for liver 


frequency for 2 to 3 years and constipation for 4 to 
5 years. 

PHYSICAL EXAMINATION: (At Roper) chron- 
ically ill white male with T 98.6, P 86, R 22, B/P 
124/70. Total opthalmoplegia of right eye with ptosis 
of lid and dilated fixed pupil which did not react. Left 
eye showed weakness and external rectus and pupil 
reacted to L & A. Visual acuity fair in both eyes. No 
papilledema. There were coarse rales in both lungs 
and thoracic movements were decreased in amplitude. 
Apical systolic murmur. Abdomen moderately dis- 
tended and tympanitic with tenderness in upper 


abdomen and palpably enlarged bladder. Bilateral 
costo-vertebral angle tenderness. Prostate firm and not 
enlarged. Anal sphincter atonic. No muscular atrophy. 
Knee and ankle jerks absent. Plantar reflexes absent 
Biceps and triceps hypoactive. Loss of pain sensation 
below T 10. Sensation to deep touch and _ position 
sense impaired, side. 


more so on_ right Flaccid 


paralysis of legs. (There is some disparity in the 
history and physical findings by different examiners 
the concensus of opinion has been used ). 

ACCESSORY DATA: 

RBC 4.14 million. WBC 19,000 Heb 11.5 cms. Pmm 
91%. 

Urinalysis. Sp. Gr. 1.016 Alb. ++ Pus 100 HPF. 

B.U.N. 17 mgm. Wassermann neg. 

Spinal fluid 
slightly xantho chromic by 


(reported as clear by laboratory, 


intern). 2 lymphocytes 
Proteins—278 mgms. Wass. neg. 

COURSE IN HOSPITAL: Increasing restlessness, 
irrationality cyanosis, and eventual stupor and coma 
Lumbar puncture—Ist puncture bloody, 2nd at a 
different level with pressure of 20 mm., neg. Quecken- 
stedt, closing pressure of 0. Gradually increasing 
temperature, pulse and respirations. Death 
after admission. 

Dr. D. B. Remsen: 
you discuss this case? 

Student E. Y. Smith: It is difficult to imagine one 
disease process accounting for this entire picture unless 
metastatic The 
located in the thoracic 
portion of the spinal cord and in the mid brain area 
making it impossible for a single lesion to account for 
all the symptamtology. Was there a blood phos- 
phatate determination? 

Student Arnold: No. 

Student Smith: One possibility, of course, is car- 
cinoma of the prostate. This could account for the 
urinary and bladder findings of cystitis and probably 
pyelonephritis. The central 


3. days 


(conducting) Mr. Smith, will 


malignancy is considered. central 


nervous system lesions are 


lesions 
could be due to vertebral metastases with destruction 
of bone and compression of the spinal cord. Such 
symptoms of pressure are usually 


nervous system 


unilateral at the 
beginning or at least not equal bilaterally. Superficial 
sensations such as pain and touch would disappear 
early and later deeper sensations such as_ position 
sense would be involved with eventual paralysis. This 
paralysis would be of paraplegic type with atonia of 
the bladder and the colon. Bressure producing such a 


lesion can result from a process within the spinal cord 
itself or from without. Intramedullary lesions to be 
considered would be primarily neoplastic, such as 
ependymoma or glioma. Both of these are usually more 
segmental in their effects and do not ordinarily pro- 
duce complete cord transection. Another possibility is 
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INCREASED IRRITATION 


follow 


INCREASED SMOKINGP 





EOPLE are smoking heavily . . . far more than ever before. 

To minimize nose and throat irritation due to smoking, 
may we suggest the cigarette proved* definitely and measur- 
ably less irritating . .. PHILIP Morris. 


This proof of PHiLip Morris superiority is dependent not 
only upon laboratory evidence, but on clinical observation as 
well. Research was conducted not by anonymous investigators, 
but by recognized authorities . . . and published in leading 
medical journals. 


The fact is PHiLip Morris advantages result directly from 
a distinctive method of manufacture described in published 
reports. 
*Laryngoscope, Feb, 1935, Vol. XLV, No. 2, 1 49-154; Laryngoscope, Jan. 1937, 


Vol. XLVII, No. 1, 58-60; Proc. Soc. Exp. Biol. and Med., 1934, 32, 241; 
N. Y, State Journ. Med., Vol. 35, 6-1-35, No, 11, 590-592. 


PuiLie Morris 


Puitip Morris & Co., Ltp., INc. 
119 FirTH AVENUE, N. Y. 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend — COUNTRY 
Doctor PipE MIxTuRE. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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the rare multiple telangiectasia of the central nervous 
system which could be related to the history of a 
mole. There would be loss of pain and temperature 
with a radiculitis and block of the spinal canal with a 
Froin syndrone in which the spinal fluid is xanthro- 
chromic and shows an increased protein content. With 
such multiple telangiectasias, a process in the region 
of the cavernous sinus could cause pressure on the 
3, 4 and 6th nerves with involvement of the corres- 
ponding extraocular muscles. However, in such a pro- 
cess visual impairment would ordinarily be expected 
as well. 

Dr. Remsen: Please discuss lower motor neuron 


lesions. 


Student Smith: The lower motor neuron lesion is 
frequently segmental in distribution and results in 
flaccid paralysis, absence of reflexes, and eventual 
muscular atrophy and atrophic changes such as ulcera- 
tion or possible Charcot joints. 

Dr. Remsen: What about some vertebral process 
such as Pott’s disease? 

Student Smith: There is no spinal deformity nor is 
there any discomfort on heavy percussion in the spinal 
region. I rule out tuberculosis on the absence of spinal 
deformity, the multiplicity of sites involved with the 
absence of definite spinal fluid changes. Hypertrophic 
arthritis is a possibility which could result in osseous 
spur formation with impingment on the nerve roots, 
but this is a slow process. The history of two years 


duration might fit such a picture, but certainly two 
months is much too short a time for such a process. 


My first consideration would be a_ metastatic 
malignancy involving the central nervous system. 
Carcinoma of the prostate could produce this picture 
but physical examination reveals no enlargement, 
nodularity, or undue induration of the prostate. Car- 
cinoma of the lung could also produce this picture 
but there is no evidence pointing to the pulmonary 
system. A mole, referred to in the history, which was 
removed and had 20 post operative X-ray treatments 
indicates that this process was considered dangerous. 


Dr. Remsen: The family physician dates the onset 
of the symptomatology to the extraction of the teeth. 
Would you comment on this. 


Student Smith: Such a process would almost in- 
evitably be septicemia which would run a much more 
rapid course and the patient should be much more 
septic. Multiple abscesses of the central nervous system 
would probably result in more definite changes of the 
spinal fluid and there should be pyemic abscesses else- 
where. 


Dr. Remsen: Mr. Hand, would you comment on the 
possibility of multiple sclerosis. 


Student R. H. Hand: The age of onset of symptoms 
of multiple sclerosis is usually the young adult group 
into which this patient does not fit. Lesions occurring 
in the thoracic and the upper thoracic segment results 
in flaccid paralysis of that particular region and spastic 
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paralysis of the lower limbs. This case shows no in- 
volvement of the upper extremities and the paralysis 
of the lower extremities is of flaccid type. The hyper- 
asthesias and anethesias in this case might be com- 
patible with multiple sclerosis, but the lack of history 
of remissions and exacerbations as well as the reflexes 
indicated on _ physical definitely 
against such a process. 


examination are 


Dr. Remsen: One of the frequent features of 
multiple sclerosis is the occurrence, at least transiently, 
of double vision. This patient referred to double vision. 
Would you comment on that. 


Student Hand: Double vision in this case probably 
was the result of extraocular paralysis. For this to 
occur in multiple sclerosis would be unusual, for that 
disease usually involves the 5, the 7 and 9th cranial 
nerves whereas this case showed involvement of the 
3, 4 and 6th. Since this case developed as a reticulitis, 
followed by subarachnoid block and Froin syndrome, 
loss of pain and temperature sensations and subsequent 
development of flaccid paralysis, I think the best bet 
is an extramedullary intradural mass. A similar mass 
would explain the involvement of the cranial nerves. 
Certainly a malignant melanoma could produce such 
metastases and my inclination is to incriminate the 
mole treated two years ago. Metastatic carcinoma from 
prostate or lung could produce such pictures. Masses 
produced by multiple neurofibromatosis or von 
Recklinghausen’s disease could also produce such 
symptoms, but the course of the disease and lack of 
cutaneous nodules do not fit. Myelitis is a possibility 
and could account for the root pain. The onset of this 
disease is usually abrupt and there are ordinarily other 
evidences of inflammation or infection such as an 
elevated temperature. However, it could be of virus 
type or possibly toxic, such as due to heavy metal 
poisoning. The toxic type, particularly those due to 
heavy metals, do not ordinarily run such an acute 
course or result in death. The virus type, or so called 
Landry's paralysis, is of ascending type and the 
progress of the disease usually rapid, with death re- 
sulting from medullary involvement. My final 
diagnosis would be more or less divided between 
spinal cord neoplasm, probably metastatic, 
multiple neuritis of the Guillain-Barre’ type. 


and 


Dr. Remsen: Mr. Ferrera, what do you thing of 
syringomyelia? 


Student B. Ferrara: Syringomyelia usually has onset 
with loss of pain and trophic disturbances. The 
paralysis is more apt to be spastic than flaccid which 
would result in hyperactive reflexes. I agree with Mr. 
Hand regarding multiple sclerosis. Multiple neuritis of 
the Guillain-Barre’ type is a possibility to be 
questioned. The onset with rise in temperature could 
be related to an upper respiratory infection or other 
infectious process. The paraplegia, loss of deep reflexes 
and cranial nerve involvement can all occur in this 
process. 





March, 1948 


Dr..Remsen: Mr. Bolin, what is your impression? 


Student G. C. Bolin: Frankly, I had not considered 
multiple neuritis of the Guillain-Barre’ type. The in- 
volvement of the cerebral nerves could be accounted 
for on the basis of disease of the cranial bones such 
as Padgett’s disease, but such a process would usually 
involve the optic nerve with visual symptoms as well. 
Certainly metastatic malignancy would be extremely 
difficult to rule out and is my first choice. 


Dr. Remsen: In concluding I too feel that history of 
removal of the mole followed by 20 X-ray treatments 
is of considerable significance. The absence of any 
report of biopsy or pathological examination certainly 


confuses the issue. 


Dr. Olin B. Chamberlain: The point that I would 
like to make is that the issue is also extremely con- 
fused by the disparity in the recorded examinations by 
various people in this case. None of the three or four 
examinations agrees completely with the other and in 
the final analysis we cannot even say whether the pro- 
cess was acute or chronic, for the history varies from 
two months to two years. Certainly I am tempted to 
accept the history of two months duration for this 
would fit a metastatic malignancy involving the cord 
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at the level of T8 and with cranial involvement result- 
ing in ophthalmoplegia. The term mole usually covers 
a multitude of lesions and without further knowledge 
as to the type I would not hazard any final statement. 
Certainly I do feel that it is the key to the situation. 
Another point is that if the 3rd nerve is seriously in- 
volved it takes a very cautious and meticulous 
examination to find function in the 4th and 6th nerves. 


Dr. F. E. Kredel: Certainly we cannot ignore the 
history of a mole with its subsequent irradiation. I feel 
that this must be a metastatic malignancy, but one 
must also keep in mind such bone lesions as multiple 
myeloma which is a distinct possibility. 


Dr. H. 
Diagnosis: 


R. Pratt-Thomas: Final Pathological 
Malignant Melanoma, Metastatic to 
Sphenoid Bone, Heart, Liver, Lung, Intestine, Ribs 
and Vertebrae with Compression Myelitis. 


It is reassuring that nearly everyone was suspicious 
that the ubiquitous melanoma was lurking in this 
case. A pitted scar 1.5 cm. in diameter was present 
over the middorsal spine, but there were no cutaneous 
manifestations of the disease. We do not have the 
mole that was removed in our files and have been 
unable to find out if it was ever examined by a 
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pathologist or in what manner it was originally re- 
moved. 


There were pathologic fractures of the second and 
fourth ribs in the posterior axillary line on the right 
s of grayish neoplastic tissue. 
To the right of the seventh and eighth vertebra was 


and were related to masses 


an extra-pleural neoplastic mass and these vertebral 
bodies were eroded and partially collapsed. The tumor 
extended into the spinal canal extradurally and com- 
pressed the 


spinal cord posteriorly for a distance 


equivalent to the two vertebrae. 


A tumor mass had destroyed a portion of the sella 
floor, the posterior clinoid processes, elevated the dura 
and compressed the pituitary posteriorly. 


consisted of alveolated 
clumps of round and polyhedral cells, but in some of 
notably the heart, they assumed a 
spindle form. Extracellular brown pigment was found 
within some of the tumor cells in the lung but the 


remainder of the tumor was amelanotic. 


Histologically the tumor 


the metastatic foci, 
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BLUE SHIELD ADOPTED NATIONALLY 


BLUE SHIELD has been adopted as the official 
name and insignia for the non-profit, prepayment 
medical care plans in the United States, as the result 
of action taken recently by the -Commission of 
Associated Medical Care Plans. 

Prior to the establishment of AMCP in 1946, several 
medically sponsored prepayment plans had begun to 
use a BLUE SHIELD symbol on their literature, the 
practice having originated in 1939 with Western New 
York Medical Plan in Buffalo, New York. 

Having secured permission from eighteen plans 
already utilizing the insignia, the AMCP Commission 
adopted BLUE SHIELD as the official service mark 
for its forty-eight member plans. ° 

BLUE SHIELD, in name and symbol design, has 
been filed for registration with the U. S. Patent Office 
under the revised federal statutes, permitting a service 
mark for intangible services to be protected. 

“We hope that BLUE SHIELD will gain the same 
stone public acceptance, identifying the pre- 
payment programs sponsored by the medical profe s- 
sion, as Blue Cross has achieved in the hospital field,” 
stated Frank E. Smith, Director of AMCP. 

The adoption of BLUE SHIELD will not replace 
the Seal of Acceptance of the AMA, awarded by the 
Council on Medical Service to prepayment plans which 
have complied with established minimum standards. 
The AMA += program will continue, without 
reference to the fact that a prepayment plan under 
consideration for approval may be known as a BLUE 
SHIELD plan. 

Before AMCP accepts a prepayment plan as a full 
member, entitling that plan to use the BLUE SHIELD 
insignia, the AMA minimum standards must be ful- 
filled, the AMCP Commission reserving the right to 
pass judgment on such fulfillment in the absence of a 
previous decision by the AMA Council on Medical 
Service. 

In effect, all BLUE SHIELD plans comply with the 
AMA standards of approval. If the Seal of Acceptance 
has not been granted to a BLUE SHIELD plan, 
explanation lies in the fact that application for such 
approval has not been submitted. Several BLUE 
SHIELD plans fall within this category. 

On the other hand, a few prepayment plans, having 
been awarded the Seal of Acceptance, have not made 
application for AMCP membership. 

The situation might appear confusing to those who 
are not intimately familiar with the prepayment plan 
movement. 

The easiest way to distinguish the two symbolisms 
is to remember that the Seal of Acceptance, granted 
by the AMA Council on Medical Service, indicates 
AMA approval. BLUE SHIELD is a_ promotional 
device, inated by AMCP and its member plans, all 
of whom follow the non-profit principle of operation. 

Whether referred to over the radio, in advertising 
copy, or news releases, BLUE SHIELD provides an 

easily recognizable verbal and visual means of 
ide ntifying the nation’s non-profit plans for prepaying 
the costs of medical care. 

On January 1, 1948 the non-profit plans recorded 
a total enrollment in excess of 7,000,000 persons. 


° The AMCP Commission expects to act on six ad- 
ditional applications for membe ership at its meeting 
on March 26-27. 
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a SPENCER for 
intervertebral disc 


In both conservative and surgical treat- 
ment of intervertebral disc, the applica- 
tion of a back support is usually indi- 
cated.* 


We invite the physician’s investigation 
of Spencer as adjunct to treatment. Each 
Spencer is individually designed, cut, 
and made for each patient—after a de- 
scription of the patient’s body and pos- 
ture has been recorded and detailed 
measurements taken. Thus, individual 
support requirements are accurately met. 
The Spencer Spinal Support shown above 
was individually designed for this man. 
Note outside pelvic binder for added 
pelvic stability. 


For a dealer in Spencer Supports look in 
telephone book for “Spencer corsetiere” 
or “Spencer Support Shop,” or write 
direct to us. 


“Barr, Joseph S., Ruptured Intervertebral Disc and 
Sciatic Pain, Jr. Bone and Joint Surg., 29: 429-437 
(April) 1947. 





SPENCER, INCORPORATED 

129 Derby Ave., New Haven 7, Conn. 
Canada: Spencer, Ltd., Rock Island, Que. 

England: Spencer, Ltd., Banbury, Oxon. Send You 
Please send me booklet, “‘How Spencer Booklet? 
Supports Aid the Doctor’s Treatment.” 
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W. W. Biackman, M. D. 
Joun M. Watton, M. D. 


Medical and Physiotherapeutic 
35 Years 
A Department For The Treatment 


And Instruction Of The 
Alcohol Patient. 


25 Rooms of Service and Comfort 
Always new 


Blackman-Walton Sanatorium 
418 Capitol Avenue, 8. E. 
4 Blocks From The Capitol 
ATLANTA, GEORGIA 
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WANTED 


Recent graduates in medicine 
with one vear of Internship. Male 
or female; married or single; 
Catholic or Protestant; as an 
assistant. Later, if qualified; as 
an associate to Medical Director 
and Pathologist of a 350 bed hos- 
pital, Northern Michigan. Excel 
lent income to the right individ- 
ual. For further details, write 
W. G. Gamble, Jr., M. D., Medi- 
cal Director, Mercy Hospital, 
Bay City, Michigan. 
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WOMAN'S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. D. F. Adcock, Columbia, S. C. 


Publicity Secretary: Mrs. Kirby D. Shealy, Columbia, S. © 





AUXILIARY MEETS AT ORANGEBURG 

The Medical Auxiliary of Orangeburg had its most 
outstanding meeting of the year January 27th at the 
home of Mrs. Vance W. Brabham in Orangeburg. Mrs. 
G. P. Cone and Mrs. Wells Brabham were assistant 
hostesses. The meeting was called to order by the 
president, Mrs. L. P. Thackston, and a brief business 
session followed. At the end of the business the group 
was invited to the dining room for a lovely buffet 
luncheon. After the luncheon Mrs. Thackston intro- 
duced Mrs. David F. Adcock, president of the state 
Auxiliary, who was guest speaker. She gave a most 
interesting and inspiring talk in which she stressed the 
two state-wide goals, the enlistment of members and 
nurse recruitment. Her ideas and suggestions were a 
challenge to the group to attempt bigger things in the 
months to come. It was indeed a pleasure and inspira- 
tion to have her meet with us. 

Mr. Rustin, city school superintendent, presented 
some ways we might help in the school health program. 
The Auxiliary decided to work toward getting a 
physical examination for each girl and boy during the 
school year. 

After this the meeting was adjourned. 


REMINDER 


We would like to remind you of two things: first, 
that county historians should be sending pictures and 


sketches of past presidents to the Centennial Com- 
mittee in Charleston; and second, that March 30, the 
day on which ether anaesthesia was discovered by 
Dr. Crawford W. Long of Georgia, is Doctors’ Day 
and some appropriate observance should be made by 
all Auxiliaries. 


THIRD DISTRICT AUXILIARY MEETS 


The Woman’s Auxiliary to the Third District of the 
South Carolina Medical Association held its second 
meeting since organizing Tuesday evening, January 
16, at the Oregon Hotel at Greenwood. A Dutch 
supper was enjoyed. After the supper the meeting was 
called to order by the president, Mrs. M. J. Boggs, of 
Abbeville. Mrs. Hamilton of Abbeville, who has re- 
cently returned from Germany, gave an interesting 
talk on her stay there. After Mrs. Hamilton’s talk a 
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WAVERLEY SANITARIUM, INC. 


(Founded in 1914 by Dr. and Mrs. J. W. Babeock) 


HOSPITAL FOR CARE AND TREATMENT 
OF NERVOUS AND MENTAL DISEASES 
Specializing In Electric Shock Therapy 
DR. CHAPMAN J. MILLING, Medical Director 


For reservation call: Superintendent 2-4273 


business meeting was held to discuss the further 
organization of the Auxiliary. Mrs. W. G. Bishop of 
Greenwood, chairman of the constitution committee, 
read the constitution and by-laws written for our 
Auxiliary and it was passed by a vote to adopt the 
constitution. 


MEDICAL AUXILIARY ESSAY CONTEST 

The Woman’s Auxiliary to the Columbia Medical 
Society is sponsoring an essay contest on “Why I 
Should Like to be a Nurse,” which is open to all high 
school girl students in the tenth, eleventh and twelfth 
— in the Columbia area. All essays must be in the 
nands of the contestants’ respective high school Eng- 
lish teachers no later than Wednesday, February 25. 
They will select the two best papers from each school 
and submit them to the judging committee. The judges 
for the contest will be Mrs. W. P. Beckman, Mrs. 
Henry Plowden and Mrs. C. H. Epting. The essays 
will be judged on sincerity, Fah, a and neatness. 
The winner will receive a cash prize of $10, and $5 
will be given for the second prize. The complete essay 
and picture of the caveeniiel contestant will be pub- 
lished later. 

Mrs. Manly E. Hutchinson, president of the 
Woman’s Auxiliary to the Columbia Medical Society 
stated that ten of the high schools have already been 
visited by committees from Columbia’s four nursing 
schools. Monday Mrs. Viana McCowan, head of the 
School of Nursing at the University, will address the 
students at Dreher High School on the nursing pro- 
gram. Others who have talked to the students are Miss 
Nan Ejidson, Baptist Hospital; Miss Beulah Gardner, 
and Mrs. Autumn Ballentine of the State Hospital. 

The Columbia Hospital is having a party from 4 to 
6 p. m. Friday, February 13, for all high school stu- 
dents who are interested in nurse’s training. Visitors 
will be taken on conducted tours through the buildings 
and will be given an opportunity to meet and converse 
with present graduate and student nurses. Members 
of the Woman’s Auxiliary assisting the nurses as 
hostesses will be Mrs. David Adcock, Mrs. Kirby 
Shealy, Mrs. H. L. Timmons, Mrs. Emmett Madden, 
Mrs. Henry Plowden, Mrs. L. A. Riser, Mrs. Joe Freed, 
Mrs. R. L. Sanders, Mrs. Ben Miller, and the judges 
for the essay contest. 


Columbia, 8. C. 
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